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Ovaltine 


DIETARY SUPPLEMENT 


Regardless of cause or patient 
age, the need for dietary sup- 
plementation frequently arises. 
Whenever such supplementa- 
tion is indicated to round out 
the intake of essential nutrients, 
a truly broad spectrum supple- 
ment—one that supplies not- 
able amounts of all important 
nutrients—will serve the pa- 
tient optimally. 

Ovaltine in milk, a delicious 
food drink, has long been widely 


prescribed for this purpose. As 
the appended table shows, it 
supplies substantial amounts of 
virtually all nutrients known to 
take part in metabolism, from 
biologically top-grade proteins, 
through the gamut of the essen- 
tial vitamins, to the minerals 
needed in trace amounts. 
Whenever the patient’s nu- 
tritional state must be im- 
proved, Ovaltine deserves the 
physician’s first consideration. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


MINERALS 


112Gm 
CHLORINE 900 me 

COBALT 0.006 mg 

*COPPER 07 me 
FLUORINE 30 me 

*HODINE 0.15 me 
*IRON 12 me 
MAGNESIUM 120 mg 

“PHOSPHORUS 940 me 
POTASSIUM 1300 me 

560 me 

2.6 me 


*CARBOHYDRATE 
*LIPIDS 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 


(Each serving made of 2 oz. of Ovaltine and & fl. oz. of whole milk) 


*PROTEIN ‘biologically complete) 


*Nutrients for which daily dietary allowances are recommended by the National Research Council 


VITAMINS 


*ASCORBIC ACID 
BIOTIN 
CHOLINE 

FOLIC ACID 
“NIACIN 
PANTOTHENIC ACID 
PYRIDOXINE 
*RIBOFLAVIN 
*THIAMINE 
*VITAMIN A 
VITAMIN Bio. 
“VITAMIN D 


< 
For every age group... e 

200 mg 
0.05 me 
6.7 me. 
3.0 me 
2.0 mg. 
0.005 mg 

| 30 Gm 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is stiuated in the sandhills of North Carolina in a 60-acre 
of long leaf pines. It is located ou U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
ea Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


HAMILTON STEELTONE 
Surgical Equipment 


This is steel Surgical Equipment 
at its finest. Massive in appear- 
ance, the Steeltone suite features 
an extra large examining chair- 
table with counterbalanced, adjust- 
able top, disappearing stirrups, 
five spacious drawers, Hide-A-Roll 
Ster-O-Sheet cover attachment, 
pull-out leg rest and concealed 
treatment basin. The large instru- 
ment cabinet is equipped with 
either solid or glass doors. 


Superior engineering and work- 
manship make this Hamilton Steel- 
tone equipment outstanding. You 
will want to see for yourself the 
beauty and quality of this suite. 
Now available in five colors and 
white. 


SUITS of STEELTONE, NU-TONE and NU-TREND on DISPLAY 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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There must 


be a reason why... 


More people smoke 


Camels 


than any other 


cigarette! 
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UP” 
PREGNANCY 


“In pregnancy, especially during 
the last trimester, a protein intake 

Mm of at least 85 to 100 Gm. daily has 
been :ecommended.”! 


“There was a very definite correlation between 

a protein intake of 85 Gm. or more and the 
Available in three forms: absence of abortion, less anemia of pregnancy, 
Essenamine Powder Unflavored and a higher per cent of excellent babies as 
7p and 14 oz. glass jars, . graded by the pediatrician.” 
Essenamine Compound Powder The problem, however, in pregnancy—as in 
(with carbohydrate 25%), many other conditions requiring “stepped up” 
Vonillin Flavored, 1 tb. glass jars. protein intake—is one of appetite. Patients 
Essenamine Compound Granules who require large amounts of protein are usu- 
(with carbohydrate 30%), ally unable to eat great quantities of foods. 
Vonillin Flavored, 7'/,02. A heaping tablespoonful of Essenamine is the 
and 1 Ib. glass jars. . . 

protein equivalent of more than one fourth 


pound of beef. 


COMPOUND 


Smooth, Micro-atomized Protein Concentrate for Oral Use 
Supplies 3 times as much protein as meat—weight for weight. 


New 18, N.Y. Winosor, Ont. 


Essenamine, trademark reg. U.S, & Canada 


1. Guerriero, W. F.: Texas State Jour. Med., 45:274, May, 1949. 
2. Dieckmann, William J.: Quart, Rev. Obst. & Gynec., 10:14, Jan., 1952. 
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particularly 
beneficial 


in the treatment 


of 
hay fever.” 


Because CHLOR-TRIMETON™ maleate, 


chlorprophenpyridamine maleate, has the 


greatest potency milligram for milligram 
of any available antihistamine, and 


because “Chlor-Trimeton has a relatively low 


incidence of side reactions,” it is a drug 
oS of choice for hay fever patients. 


LOR -TRIMETON 


maleate 


1. Silbert, N. E.: New England 
J. Med. 242:931, 1950. . 
2. Eisenstadt, W. S.: Journal 
Lancet 70:26, 1950, 
coRPORATION 


BLOOMFIELD, NEW JERSEY 
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diabetes detection centers ! 


“The ideal detection center is 
the office of the family physician.”' 


Increasing experience in diabetes case-finding indicates that 
intermittent surveys and mass screening drives, although useful, have 
certain limitations. Getting and others,? in evaluating a community 
detection campaign (well publicized in the area), report that only 59% 
of persons accepting the free testing materials actually performed 

the test. Only 24% of those with positive results sought medical advice. 


To find the estimated one million unknown diabetics} and place 
them under needed medical care, the indispensable factor for success 
is the activity of the individual physician. 


1. Blotner, H., and Marble, A.: New England J. Med. 245:567 (Oct. 11) 1951. 
2. Getting, V. A., and others: Diabetes /:194, 1952. 
3. Wilkerson, H. L. C., and Krall, L. P.: J.A.M.A. 135:209 (Sept. 27) 1947. 


DIABETES DETECTION IN DAILY PRACTICE — 
a nationwide poll 


To assist in the compilation of nationwide data on diabetes, 
gained through the experiences of private practitioners, Ames 
Company recently mailed a questionnaire to the medical pro- 
fession. Your reply will become a vital part of a statistical 
study to be published on the results of this questionnaire. 


COMPANY, 


[\) Elkhart, Indiana Ames Company of Canada, Ltd., Toronto 


makers of CLINITEST® Reagent Tablets 
for detection of urine-sugar 
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Anatomy 


Middle and left hepatic 


veins 


Right vagus nerve and 
esophagus 

Right hepatie vein and 
crura of diaphragm 


Inferior vena cava and 
greater splanchnic nerve 
5 Portal vein and hepatic 
artery 

Celiae plexus and celiac 
artery 


7 Hepatic lymph node and 


hepatic rami of vagus 
nerve 

Gastroduodenal artery 
and suprapyloric lymph 
nodes 

Superior gastric lymph 
nodes 

Duodenum 

Superior mesenteric 
artery and vein 
Subpyloric lymph nodes 
Right gastroepiploic 
artery and vein 


14 Inferior gastric lymph 
nodes 


15 Diaphragm 
16 Serosa 
17 Paracardial lymph nodes 


18 Left vagus nerve and 
longitudinal museular 
layer 


19 Abdominal aorta and 
circular museular layer 

20 Left gastric artery and 
oblique museular layer 


Celiac rami of vagus 
nerve and gastric mucosa 


Splenic lymph nodes 


Left gastric (coronary) 
vein and splenic rami of 
vagus nerve 

Splenic artery and vein 
Gastric rami of vagus 
nerve 

Left gastroepiploie artery 
and vein 


7 Gastric lymphatic plexus 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful, 
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te perforated. VISCUS, 
in elective surgery of the stomach, 


as well as for 
Sastroenteric infections 


reomycin 


HYDROCHLORIDE CRYSTALLINE 


often acts promp tly to prevent 


or control infection in all 
the tissues and body fluids 


( Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


Ganamid couravr 
30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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IN SPRING ALLERGIES.. 


Allay Distress 


Patients suffering from Spring allergies can be relieved promptly , 
of annoying symptoms—with N&o-ANTERGAN. 


Neo-ANTERGAN effectively blocks the tissue histamine receptors, 
affording quick comfort with a minimum of sedation or other 


undesirable effects. Your local pharmacy stocks 

Neo-ANTERGAN Maleate in 25 and 50 
Promoted exclusively to the profession, NEO-ANTERGAN is me. coated tablets in bottles of 100, 
available only on your prescription, 500, and 1,000, 


The Physician's Product 


MALEATE 
COUNCIL ea ACCEPTED 


(PYRILAMINE MALEATE, Mencew) 
Research and Production 


MERCK & CO... INC. 


Manufac turing Chemists 


for the Nation’s Health 
RAHWAY, NEW JERSE V 
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Meat... 


and the Low Sodium Diet 


The beneficial effect of sodium restriction in the management of hyper- 
tension and many types of cardiac disease is firmly established. A low sodium 
diet aids in preventing edema and frequently leads to a significant reduction 
in arterial tension. 


To emphasize the importance of sodium restriction and to enable the 
physician to present his patient with an informative discussion of the subject, 
The American Heart Association has just published a valuable pamphlet 
entitled “Food For Your Heart.’’* Covered also in this booklet is the impor- 
tance of weight reduction in the management of the cardiac patient. 


Dietary recommendations for three levels of sodium restriction are 
given. In all of them, meat is an important constituent of the diet. In the 
diet providing moderate sodium restriction (0.5 to 1.5 Gm. of sodium), 4 to 
6 ounces of unsalted meat, fish or fowl are allowed. In severe restriction 
(0.5 Gm. sodium), 3 to 4 ounces of meat are permitted daily. The weight re- 
duction-moderate sodium restriction diet calls for 5 to 6 ounces of meat daily. 


This booklet again emphasizes the valuable application of meat in the 
dietary management of cardiac disease, hypertension, and obesity. Since, as 
the manual emphasizes, infectious diseases and such scourges as typhoid 
fever have now been controlled with antibiotics, chemotherapeutic agents 
and modern sanitation, ‘‘many physicians and scientists consider nutrition 
the most important environmental factor in health.” 


Meat, with its wealth of high quality protein, B complex vitamins and 
important minerals, plays an important role in the aim toward better national 
health. That the generous consumption of meat by the American people is a 
significant factor in attaining this goal is reflected in the statement that 
“most physicians feel that the high American consumption of protein is a 
good thing.” 


*Food for Your Heart, a Manual for Patient and Physician, Department of Nutrition, 
Harvard School of Public Health, Harvard University, The American Heart Association, 
Inc., New York, 1952. Copies available through local Heart Association. 


The Seal of Acceptance denotes that the nutri- =e 
tional statements made in this advertisement (gape: 
are acceptable to the Council on Foods and = Vs 
Nutrition of the American Medical Association, 9 **"* 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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absorbable 


hemostat: 


Available in a large variety of 

sizes and forms, including: 

Surgical sponges > 

Compressed surgical sponges 

Dental packs (| e| f 
Gynecologic packs / 

Nasal packs Trademark Reg. U.S. Pat. Off. BRAND OF ABSORBABLE GELATIN SPONGE 


Prostatectomy cones 
Tumor diagnosis kit 


The Upjohn Company, Kalamazoo, Michigan 
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NONE MINUTE X-Ray” 
1s now ayailgble 


CIVILIAN 


> 


You've probably already heard of THE PACKET 


the “one-minute” Picker-Polaroid radiograph. 


Introduced a little over a year ago, this dramatic development 

was immediately accepted by the Armed Services which requisitioned 
the entire output for military needs. Ever since, we have been struggling 
to increase production to the point where parallel civilian needs 

could at least be partly met. That point has now been reached. Limited 


quantities are becoming available to civilian users. 


The Picker-Polaroid system is an adaptation to radiography 
of the self-development principle of the Polaroid Land Camera. 
The whole job takes only a minute ... can be done in broad 


THE CASSETTE 


daylight ...needs no darkroom, no solutions, no dryer. 

It is all incredibly simple and quick: (a) you load the cassette 
(b) make the exposure (c) put the cassette in the automatic 
processing box. Wait sixty seconds: open the box and there’s 
your finished radiograph ... flat, dry, ready for use. 

Its speed and convenience have already proven invaluable in 
the operating room for hip-pinning and similar procedures; 
for emergency hospital admissions, for work with 

portable and mobile x-ray units. 


Since quantities are still limited, those wishing to obtain 
Picker-Polaroid equipment supplies would do well to 
communicate at once with either their local Picker office, 


or with Picker X-Ray Corporation, 25 South Broadway, 


® 
White Plains, New York. POLAROID 


CHARLOTTE 3, N.C., 1513 Camden Street DURHAM, N.C., P. O. Box 994 
WINSTON-SALEM, N. C., 1016 Vernon Avenue 
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IN URINARY TRACT INFECTIONS 


rapid response 


“Patients with pyelitis were well 

and doing their usual duties 

within 24 hours... .”! “. . . resistant 
cases showed remarkable response.””* 


high urine levels 


“Terramycin was selected . . . in view of 
high urinary excretion rate following 
small oral doses of the antibiotic.”! 


unexcelled toleration 


“Terramycin is generally well tolerated, 
the percentage of relapses being low 


iin and the percentage of bacteriological as 
( well as clinical cures high.” 
1, Canad. M. A. J, 66.151 (Feb.) 1952 
. 2. J. Urol. 67:762 (May) 1952 
’ 3. Ibid. 69.315 (Feb.) 1953 


Perramyvecin 


BRAND OF OBFTETRACYCLINE 
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SMOOTH 


diuresis 


With suitably regulated doses, Thiomerin 
ff) promotes gentle, sustained diuresis. Self- 
administration, under the physician's guid- 
aceite | ance*, is as practical as with insulin. 


PHARMALY 1 


SODIUM 


MERCAPTOMERIN SODIUM WYETH 


Council-Accepted Mercurial Diuretic for Subcu- 


Wijeth taneous, Intramuscular, or Intravenous Injection. 
*A supply of printed instructions for patients will 


® 
Philadelphia 2, Pas i be sent to physicians on request. 
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hildren 
take it 


the least 


/ CHEWED- 


< OR LIQUID b it { f° 
it OF fuss... 
“i 
7 
yp, 
e é a © The Best Tasting Aspirin you 
DISSOLVED eee Can Prescribe. 
@ The Flavor Remains Stable 
ON TONGUE we Down to the Last Tablet 


in the Bottle. 


© 24 Tablet Bottle... 
gr. each 15¢ 


Grooved Tablets— 
Easily Halved 


CHILDREN’S SIZE | 
) 
BAYER ASPIRIN 4 
We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. li mice ny ot 
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Reason for 
the Continuing Decline 
in Maternal Morbidity 


and Mortality... 


Eli Lilly and Company 


Indianapolis 6, Indiana, U.S.A. 


is titly) 
1/320 gr. (0.2 mg.) 
CAUTION ~ Federal law 


prohibits dispensing with- 
out prescript 00 


mx 
(Hoy) 
LILLY AND COMPANY 
INDIANAPOLIS, U.S. A. 


S 
= of the postpartum uterus 


For sustained contraction 


AMPOULES AND TABLETS > 


Maleate 


(ERGONOVINE MALEATE, U.S.P., LILLY) 
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PRESIDENT’S ADDRESS 


CHALLENGES FACING THE MEDICAL 
PROFESSION TODAY 


J. STREET BREWER, M.D. 
ROSEBORO 


Much as I would like to spare you from 
having to sit here and listen to an address, 
I cannot; for I am not free. The president of 
this Society is bound by tradition and prece- 
dent to deliver an address at the banquet ses- 
sion of the annual meeting. Hence there is no 
escape for you or for me. 

We do many things because they are cus- 
tomary. Some may be worth while; others 
are not. I recall the story of a woman whose 
physician told her, after an examination, 
that she should have an operation. She looked 
him straight in the eye and said, “Doctor, is 
this operation that you suggest really neces- 
sary?” The doctor replied, ‘““My dear lady, I 
couldn’t say that it is really necessary; but 
in cases like yours it is customary.” 


The Social Revolution and Its Effect on 
the Medical Profession 

For more than a century the world has 
been in the throes of a great social revolu- 
tion, which had its beginning in the move- 
ment for public education. In the wake of 
this movement followed the great convulsion 
of civil war that destroyed human slavery in 
this country forever. The labor movement 
which began in the latter part of the nine- 
teenth century was a natural sequence of the 
freeing of men’s bodies from slavery and 
their minds from ignorance. As man_be- 
came free and acquired an education, he 
came to appreciate and desire the good things 
of life, and therefore sought relief from eco- 
nomic bondage. The tragedy of that era in 
American history lies in the fact that the in- 
dustrial and political leaders of the day 


De livered at the President's Dinner, Medic of the 
State of North Carolina, Pinehurst, May 12, 


could not understand that they were living 
in changing times. 

The present demand of the people for bet- 
ter housing, for better protection against ill- 
ness, for better and cheaper medical and hos- 
pital care is but an extension of the social 
revolution that began more than a century 
ago. When these demands of the people begin 
to affect you and me, we are prone to label 
them as socialistic and to resist them on prin- 
ciple. But we can no more stop this social re- 
form in the field of health than the industrial 
barons could stop the labor movement. If 
we physicians are smart, if we will exercise 
the intelligence which should be ours as pro- 
fessional men and not dwell too long on our 
traditions and our prejudices, we can guide 
and direct this great social movement in the 
way it should go and mold the pattern that 
should develop out of it. But we cannot ex- 
ercise leadership just by shouting “Social- 
ism!” and fighting back. 

Too often in recent years American med- 
icine has been placed in the position of be- 
ing “ag’in’ it.” In reality the medical pro- 
fession has opposed only those movements 
that bode ill for the people. The medical pro- 
fession has initiated and sponsored a long 
list of agencies and movements and projects 
to the good of the society. In recent years, 
however, the necessity for opposing so many 
unsound and undemocratic proposals of the 
“New Deal” era has made the physicians of 
America appear to be against everything 
that involves change. 

North Carolina’s Achievement in Health 

Medical leaders in North Carolina — for 
the past half-century, at least—have appre- 


ciated the fact that we live in a changing 
world and have encouraged the profession to 
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anticipate the social problems which may be 
expected to arise in the twentieth century. 
Men like Cooper, Ferrell, Laughinghouse, 
Lewis, Parrott, Rankin, Royster, and Wood 
—to name only a few—had the vision to 
grasp the significance of the new health 
movement and to cooperate in its develop- 
ment, so that North Carolina’s public health 
program today stands as a model. It seems 
to me that the fine system of hospitals and 
health centers that we now have in North 
Carolina, our three medical schools working 
together in the spirit of friendship, and the 
excellent cooperation that exists among our 
doctors, health departments, welfare depart- 
ments, and other public agencies prove that 
the medical leaders of recent years have 
wrought well. 

Challenges of the Present and Future 

Our past achievements, however, should 
not lull us into complacency, but rather chal- 
lenge us to attack the problems which still 
confront us. As chief among the challenges 
facing us in the immediate future I would 
name the following: (1) to continue to fos- 
ter a spirit of cooperation with our health 
and welfare agencies; (2) to seek some so- 
lution for the shortage of doctors; (3) to 
promote the spread of voluntary prepayment 
health insurance; (4) to concern ourselves 
about the chronic degenerative diseases and 
the care of an aging population. 
Cooperation with publie agencies 

During the early days of the health move- 
ment, public health agencies were quite 
rightly concerned with the mass approach. 
The newborn science of epidemiology had 
brought new knowledge of the cause of dis- 
ease, and it was only natural that means of 
mass control should be sought. As measures 
of sanitation, such as sewage disposal and 
the pasteurization of milk, demonstrated the 
worth of community action, new fields of ac- 
tivity followed. The number of examples that 
could be cited is legion: compulsory immuni- 
zation, mosquito control, rat control, enrich- 
ment of bread and flour, iodization of salt, 
and the chlorination of water are but ex- 
amples of the way in which public policies 
have protected people, with little effort on 
their part, from infectious and deficiency 
diseases. The infectious diseases have been 
so effectively controlled by public health 
measures that now, with the advent of the 
so-called miracle drugs, they no longer pre- 
sent much of a problem. 
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As in other fields, the advances in public 
health and medical science which free us 
from the dangers of the past create new 
problems for solution—social and economic, 
as well as medical. For example, the greatly 
increasing span of life faces us with the 
necessity of finding employment for many 
more people in the older age group, and of 
providing a means of livelihood for those un- 
able to work. 

New problems of medical care, centered 
largely around the chronic degenerative dis- 
eases can be dealt with only by cooperation 
between the medical profession and the pub- 
lic health agencies. What can a community 
do about the control of cancer, heart disease, 
or diabetes? Interested agencies can con- 
duct campaigns to raise money and distri- 
bute literature, but unless the individual case 
is found and brought to treatment the job 
is not half done. Hence you may expect pub- 
lic health agencies to broaden their scope of 
activity to include such chronic diseases, in 
an attempt to spread knowledge about them 
and to help find the cases. As long as health 
organizations devote themselves to education 
and case-finding and stay away from treat- 
ment, it should be possible for the attack on 
chronic disease to be made by public health 
agencies and doctors working in a spirit of 
cooperation and understanding. 


Alleviation of the “doctor shortage” 

For more than a decade we have been 
hearing about the shortage of doctors and 
the need for more medical schools and medi- 
cal students. We are training more medical 
students and graduating more doctors now 
than a decade ago. Enrollment in medical 
schools nationally was 26 per cent higher in 
1952 than in 1940, and the freshmen classes 
of 1951 and 1952 contained 271% per cent 
more students than those of 1940. There are 
those of us who think the shortage of doctors 
is largely a matter of maldistribution and 
the result of wars and the threat of wars. 

For the sake of discussion, however, let 
us assume that we do need more doctors. Is 
that fact sufficiently alarming to cause us to 
destroy our traditions of free choice and free 
enterprise, and corrupt the finest system of 
medical education the world has ever known? 
We need a lot of things besides doctors, 
nurses, and better health care. We need more 
and better houses, more school buildings and 
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and more electronic engineers. Many people 
need more and better food. Few politicians, 
however, seem excited about these needs, and 
there have been few proposals to socialize the 
professions, businesses, and industries in- 
volved. 

To meet the needs of the people for med- 
ical care we must have a better distribution 
of doctors between the specialties and gen- 
eral practice, and between urban and rural 
areas. As electrification, telephones, and 
paved roads are making rural living more 
inviting, so must people who live in rural 
areas cooperate to make the practice of med- 
icine in these areas more inviting and more 
satisfying. That is a community responsibil- 
ity; and until rural people understand that 
they must support their local physicians and 
cooperate with them, there will be a shortage 
of country doctors, whether we graduate 
6,000 or 12,000 medical students a year. 

To be attractive to a young physician 
seeking a location, the rural community must 
be one which is characterized by wholesome 
living conditions and good environment, and 
which can afford economic support for a 
doctor and his family. The community must 
be educated to share in the responsibility 
of providing these attractions. It must be 
educated to use its physician and to look 
upon his services as essential to the welfare 
of the community. The tendency in many 
rural communities to make use of the local 
physician only in foul weather and for emer- 
gencies, and to go to the “city doctor” for 
other services is discouraging young physi- 
cians from locating in rural areas, and in 
many cases is driving away physicians al- 
ready in such areas. Several communities in 
this and other states have demonstrated that 
by cooperation in the provisions of clinic 
space and equipment, and in the support of 
their local physicians, they can attract and 
hold good doctors. 

On almost every hand we hear that the 
crying need today is for more doctors trained 
in the general practice of medicine. The 
specialties are necessary and important ad- 
juncts of medicine; but specialty practice 
does not answer the basic need of people in 
towns and rural communities today. The bur- 
den of caring for the health needs of the 
people rests squarely on the medical profes- 
sion. We cannot discharge that obligation by 
a system of specialized medical practice in 
which only a few doctors can be found who 
are able and willing to assume responsibil- 
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ity for the everyday and every-night prob- 
lems which constitute 80 per cent or more 
of medical practice. I suggest that the diffi- 
culty many people now claim to have in se- 
curing medical attention at a price they can 
afford to pay and at an hour that meets their 
needs and conveniences may be one of the 
reasons for the favorable reception which 
the laboring groups have given to the idea 
of compulsory health insurance. 

With the aid of antibiotics, chemothera- 
peutic agents, parenteral fluids and the like, 
the general practitioner today is treating 
and curing in his office, or in the home, a 
score of diseases which a few years ago 
taxed the skill of a host of consultants and 
specialists in the hospital. Medical therapy 
is still far from being the simple matter 
that some overenthusiastic advocates of the 
“wonder drugs” seem to believe. Yet it is 
amazing what good, comprehensive medical 
care can be given in the office or in the pa- 
tient’s home by a general practitioner who 
keeps up with medical literature. 

It is agreed almost universally that every- 
body should have a family doctor or a “‘per- 
sonal physician.” Such a physician should 
be the general manager and consultant in all 
matters pertaining to health and medical 
care, guiding the family through the con- 
fusing aspects of modern specialization and 
hospitalization. He will do all he can to di- 
agnose and treat his patients’ illnesses, If a 
specialist is needed, he will be the first to 
recognize that fact, and will tell the patient 
what specialist he should consult and why 
such a consultation is needed. He can dis- 
cuss the probable cost of treatment with the 
patient and with the specialist, and can in- 
terpret the specialist’s findings and recom- 
mendations to the patient. He will follow his 
patient through until the illness is termi- 
nated for better or for worse. When people 
are sick, they need a friend; and the family 
physician is a friend and counselor who 
knows the score. 

Let not a word I have said concerning the 
general practitioner be construed as dis- 
crediting or belittling the specialist. There 
is a great need for specialists in all the 
branches of medicine and surgery, and these 
men have contributed much to the advance- 
ment of scientific knowledge and skill. They 
cannot, however, fill the place of the family 
doctor—and I am sure that they have no de- 
sire to do so. 
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The promotion of voluntary prepayment 
health insurance 

More has been written and said during re- 
cent years about the cost of medical care 
than about any other subject except war. 
People everywhere and on all levels of the 
economic scale seem to feel that medical and 
hospital care is disproportionately expensive. 
Those who favor socialized medicine or com- 
pulsory health insurance say that the people 
are not able to pay for good medical and 
hospital care today. I submit that they have 
as much money to pay for medical care as 
they do to buy five million new automobiles 
a year or a score of other items, both essen- 
tial and nonessential, which they seem to 
have the ability to purchase. The fact is, ac- 
cording to governmental reports, that 
through good times and bad the people of 
this country collectively spend about 4 per 
cent of their income for health services and 
medical care. They spend more for tobacco, 
alcoholic beverages, and cosmetics than they 
spend for all items of medical care, includ- 
ing hospitalization, physicians’ and dentists’ 
services, and drugs. Nevertheless, the fact 
remains that vast numbers of people feel that 
medical care is too costly, and are demand- 
ing that something be done about it. Many of 
these people feel that compulsory health in- 
surance is the answer. 

To be sure, the threat of compulsory health 
insurance seems dissipated for the present; 
but let no one be lulled into complacency. The 
issue is not dead, only sleeping, and may 
arise at any time conditions seem favorable. 
Our best and only opportunity to destroy 
this thing once and for all lies in the develop- 
ment of a comprehensive and not too ex- 
pensive system of prepaid voluntary in- 
surance against the costs of hospital and 
medical care. The responsibility for bring- 
ing modern medical care to all the people at 
a price they can afford to pay, and are will- 
ing to pay, rests more heavily upon the med- 
ical profession than upon any other group 
in our society. The success of our efforts to 
discharge that responsibility will in a large 
measure determine whether or not the peo- 
ple of this country are ever again seriously 
threatened by the movement for compulsory 
health insurance, It is discouraging to find 
that doctors in some states, and in some sec- 
tions of our own state, are seriously divided 
on the matter of health insurance. If we are 
not able to sell this idea of voluntary in- 
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surance to our own profession, how can we 
expect to sell it to the public? 

A few doctors and policy-holders seem not 
to understand the principles that operate in 
the field of health and hospital insurance. In- 
surance is a method of spreading the risk; 
and if the number of paying policy-holders 
does not greatly exceed the number of claim- 
ants during a given period, the premium 
charge will become so high that it will exceed 
the benefits. This problem is met by the sale 
of certificates or policies to a constant flow 
of new members, from whom no immediate 
claim is expected. The risk can be spread 
more widely by selling policies to groups of 
people than by selling to individuals, and 
until recently health insurance companies, 
both Blue Cross and commercial, have been 
interested primarily in group coverage. The 
addition of new employees to such groups, 
both by personnel turnover and by planned 
expansion, serves to absorb the increasing 
cost of claims by aging certificate holders, 
who may be expected to have more illnesses 
as they grow older. When the incidence of 
claims in an aging group becomes too high, 
the problem is sometimes met by the em- 
ployer’s contributing part of the premium. 

When we turn to prepayment insurance 
coverage for those thousands of our citizens 
who live on a farm or operate their own bus- 
inesses, we are faced with two important 
questions: (1) How can there be maintained 
a constant flow of new certificate holders 
from whom no immediate claim will be an- 
ticipated? (2) If the stream of new policy- 
holders is not constant, who is going to make 
up the difference by contributing to keep the 
premium on a given level? These questions 
explain why both Blue Cross and commercial 
companies have been hesitant to seek en- 
rollments from individual businessmen and 
farm families. It is gratifying to know, how- 
ever, that within the last year both Blue 
Cross companies operating in North Caro- 
lina have undertaken a concentrated drive 
for enrollments in rural communities. 

A factor which threatens to defeat the 
purpose of hospital and medical insurance 
is the tendency among certificate holders to 
feel that if a year or two passes and they 
haven't had a claim they are being cheated, 
and must therefore take advantage of any 
reasonable opportunity to cash in. No one 
would burn off a corner of his house in order 
to realize some return on his fire insurance 
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premium; yet it is a common thing for peo- 
ple to demand admission to a hospital for 
some minor illness because they wish to 
realize some return on their health insur- 
ance. Sometimes the doctor is the guilty 
party, and orders more diagnostic x-rays and 
laboratory procedures, or more expensive 
drugs, than he would if the patient were pay- 
ing the bill out of his own pocket. 

If patients and doctors had a thorough 
understanding of the economic and actuarial 
basis on which any plan of insurance op- 
erates, they would realize that such prac- 
tices increase the cost of operating health 
insurance plans and defeat the purpose of 
keeping the premiums low so that the cover- 
age can be sold to the great group of people 
in the middle and low income brackets who 
need it most. This voluntary insurance 
against the castastrophic cost of a serious or 
prolonged illness is our last line of defense 
against the threat of socialized medicine and 
compulsory health insurance. It must be kept 
actuarially sound if we are to have a free 
system of medical practice in this country. 


The care of an aging population 

As the health needs of the people are met 
and infectious disease is conquered, more and 
more people live to reach the age during 
which chronic disease takes its toll. It is 
said that we now have four times as many 
people over 65 in the population as we had 
in 1900. This great group of middle-aged 
and elderly people vastly increases the prob- 
lem of chronic degenerative disease and also 
the problem involved in the care of the aged 
and senescent. 

Many of the chronic degenerative dis- 
eases can be prevented or delayed by good 
medical care during the middle years. For 
this reason we should increase our efforts 
to encourage regular physical examinations, 
and should be alert to detect the first sign 
of impending trouble in the middle-aged pa- 
tients who come to us for examination, The 
conquest of chronic disease is going to de- 
pend not only upon prevention but also upon 
early case-finding so that early treatment 
may be initiated. As I have stated before, 
the joint efforts of private physicians, health 
departments, and welfare agencies will be 
required. It is our duty as a profession to 
invite the cooperation of these public agen- 
cies, and of those privately organized groups 
dedicated to the conquest of the various de- 
generative diseases. 
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The care of the aged patient sometimes 
taxes the ingenuity of the most resourceful 
physician, and also taxes the economic re- 
sources of the patient, his family, and in 
some cases his friends. In the days when. we 
were largely an agricultural people, neigh- 
bors married neighbors and lived in the same 
community. The care of the aged was not 
then much of a problem. The parents or 
grandparents, aunts and uncles just lived on 
at the old homestead and the children took 
care of them. In this modern era, however, 
the children too often are established in other 
parts of the state or country, frequently in 
small homes or apartments. The old folks 
grow older, alone and unattended. 

Old people who have no relatives and little 
or no income become a problem for the com- 
munity or public welfare agency. Dr. James 
F. Robertson, former president of this So- 
ciety, suggested in his presidential address 
that the state might find it feasible and ad- 
vantageous to build homes for the aged. 
Many fraternal and religious organizations 
are already doing this. The North Carolina 
Cancer Society has at Lumberton a home 
for the care of incurable victims of cancer. 

The present-day home for the care of aged 
individuals or incurable patients is a far 
cry from the county home or “poor house” of 
a generation ago. Supervised care—medical, 
dietary and custodial — with properly or- 
ganized and directed recreation makes this 
type of home a far better and happier place 
for old people to live than the average board- 
ing home. Modern care of the aged involves 
much more than drugs and surgery. 

The family physician finds opportunity 
for his finest service to some of these old 
people. He must be not only physician, but 
friend and counselor. He can encourage the 
old man to tend a little plot of ground, either 
a flower or a vegetable garden, for the good 
of his health, and the aging woman to en- 
gage in knitting or quilting or tending a few 
chickens, This is real occupational therapy. 
The challenge to physicians who have elderly 
patients is to keep them active and happy, 
and to keep alive the will to live. 

One of the greatest problems of old peo- 
ple is loneliness and a feeling that they no 
longer have any role to play in society. The 
aging person should have the opportunity to 
remain an integral part of the family and 
the community and to associate with people 
of all ages, as long as his strength and men- 
tal faculties will permit. It is difficult for 
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older people to adjust themselves to having 
more leisure time than they have ever had be- 
fore; hence they need to have an opportunity 
to develop new interests and skills in keep- 
ing with their age and ability. Thus we can 
see that the care of the aged, even those with 
adequate financial resources, is a problem 
with social and economic implications, 


Unfortunately, many communities and 
cities which have gone to great expense and 
effort to provide playgrounds and recreation 
for children and young people have devoted 
almost no attention to recreation for aging 
and elderly individuals. The object of rec- 
reation for the aged, as for young people, is 
companionship and fun. Neighborhoods and 
communities can do much to provide recrea- 
tion and entertainment for these old people, 
and at little expense. In our little town last 
year we had a party at the community cen- 
ter for all past 70 years of age. There were 
games and singing, and then dancing. First 
prize for dancing was won by a girl of 91, 
the second by a boy of 84. The old folks had 
a good time—and in our town we think that 
was a contribution to their health and hap- 
piness. 

As more people grow older and succumb 
to the infirmities of senescence, the question 
will inevitably arise as to how far the phy- 
sician, the nurse and the hospital—how far 
even the love of children—must go to keep 
life in a worn and wasted body. Osler said, 
“Pneumonia may well be called the friend of 
the aged. Taken off by it in an acute, short, 
not often painful illness, the old escape those 
cold gradations of decay that make the last 
stage of their life so distressing.” Today, 
however, a few shots of penicillin or some 
other antibiotic keep the patient living in 
those “cold gradations of decay.” I raise 
this question, not to answer it but to stim- 
ulate your thought. 


Conclusion 


I have been identified with medical organ- 
izations for many years, and as your presi- 
dent during the past year have attended 
meetings of numerous organizations, public 
and private, concerned with health needs, 
medical care, and to some extent, social prob- 
lems. This experience has led me to an 
awareness of some of the challenges which 
medicine faces today and which may be an- 
ticipated for the future. I know that for 
many of these problems medicine and society 
do not yet have the answer. But I believe 
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that cooperation between the medical pro- 
fession and the various public and private 
agencies concerned with these issues will 
eventually lead to their solution. 

I hope that in the days that lie ahead the 
Medical Society of the State of North Caro- 
lina and its individual members will be found 
alert and abreast of the times. Let us re- 
member that medical science has not been 
stagnant, and has kept not only abreast but 
far ahead of the times. By bringing our 
thinking along social lines up to date, we as 
physicians will not compromise our princi- 
ples, but will be fighting for the freedom of 
medicine and of the individual. That which 
is sound we will embrace, but that which is 
unsound we will oppose. 


SCHOOL PSYCHOLOGICAL CLINICS 


PART II 
NEW DEVELOPMENTS AND RESULTS 


JOSEPH R. GRASSI* 
WINSTON-SALEM 


There is a tremendous need for specialized 
psychological facilities for the evaluation and 
guidance of children who experience prob- 
lems in school, whether their difficulties be 
failure in a specific subject, generalized lack 
of achievement, behavior deviations, or ser- 
ious nervous and mental disorders. 

During the past four years, psychological 
clinics have been established in several North 
Carolina school systems, primarily in the vi- 
cinity of the Bowman Gray School of Medi- 
cine at Winston-Salem. These school clinic 
programs were incorporated into the general 
mental health program of the Department 
of Neuropsychiatry, hence, closely integrat- 
ing the mental hygiene program of the pub- 
lic school with the local medical school. This 
alliance makes possible a greater variety of 
specialized services and provides a far more 
elaborate program than most school systems 
can offer. In addition, it helps overcome, to 
a large extent, the financial obstacle involved 
in creating such a program. Many schools 
want clinic programs, but cannot afford 
them. 

Organization 


Chart 1 is a schematic diagram of a multi- 
Director and Assistant Professor of Clinical Psychology, 


Bowman Gray School of Medicine of Wake Forest College, 
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Chart 1. Organization of School Psychological Clinic. 
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phasic school psychological clinic. The pri- 
mary supervising agency is the school board. 
The director of the clinic is directly respon- 
sible to the school superintendent, and at the 
same time has the added guidance of the 
county public health officer and the personnel 
of the medical school psychiatric child guid- 
ance clinic. 

Clinic functions are divided into four sec- 
tions: Psychology, Social work, Language, 
and Consultant. The functions of these sec- 
tions are coordinated by the clinic director, 
thus providing a highly integrated program. 

The clinical psychologists are primarily re- 
sponsible for evaluating intellectual matur- 
ity, specific weaknesses and strengths, spe- 
cific defects, interests, achievement levels, 
and emotional adjustment. Recommendations 
are made relative to readiness for school en- 
trance, correct grade placement, expected 
level of maximum school attainment, remed- 
ial work for specific defects, and the type of 
academic or vocational program best suited 
to the child’s assets and limitations. In ad- 
dition to diagnostic studies, counseling and 
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therapy are carried on with a limited num- 
ber of children. 

The psychiatrist’s role is primarily that of 
a consultant. Children who manifest serious 
emotional or nervous and mental disorders 
are referred for psychiatric consultation and 
possible treatment. 

The social worker is the liaison between 
the clinic and the home. She makes a home 
visit prior to the child’s clinic visit, inter- 
prets the purpose of the visit, and obtains a 
detailed, developmental history of the child. 
She also assumes the responsibility for fol- 
low-up visits with the parents to assist in 
carrying out clinic recommendations. 

The speech and reading therapists are con- 
sulted for assistance with children in need 
of specialized help in the language area. In 
the case of reading or speech problems stem- 
ming from emotional sources, remedial pro- 
cedures are handled jointly with other mem- 
bers of the clinic team. 


Procedures 
The schools may refer any child who seems 
to be in difficulty, either academic or emo- 
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tional. Approximately a week before the ac- 
tual clinic day, clinic teams visit the schools 
to screen new referrals. Usually there are 
considerably more cases than can be handled, 
and preference is given to the more urgent 
problems. 

During the consultation day, conferences 
are held with the principal and usually with 
the referring teacher. A detailed history of 
the child’s school adjustment is obtained and 
a referral form is completed (chart 2). Fin- 
ally, after the cases have been selected, the 
social worker calls on the parents and com- 
pletes the history. 

A second function of the consulation day 
is review and follow-up of previous cases. 
Re-evaluations are made, if indicated, along 
with new recommendations and further plan- 
ning, where justified. 


Chart 2 
SCHOOL PSYCHOLOGICAL CLINIC 
DATA FOR 
PSYCHOLOGICAL EXAMINATION 


‘Oniees for Referral to School Clinic 
Nature of Problem 
(Please describe in detail the child’s school behavior, 
particularly, difficulties in adjusting or achieving.) 
Teacher’s Opinion 
1. The child’s group I.Q, is............. Child does not 
have a group LO. 
2. If the child has had a group I.Q. is he working 
up to a level commensurate with test score? 


3. In your opinion, is the group test an underesti- 
mation..........or overestimation.......... of the child’s 


mental capacity? 

4. Do you feel that the child is working up to the 
level he is capable of achieving? 

5. At what level of achievement is the child actu- 
ally performing? 


Ist grade.......... 2nd grade.......... 3rd grade 
4th grade .......... 5th grade.......... 6th grade 
7th grade .......... 8th grade... 
COMMENTS: 


6. List the child’s marks for each grade. If a grade 
has been repeated add a column in the appro- 
priate place. 

Subjects Grade 

Reading 

Spelling 

Arithmetic 

Writing 

Geography 

History 

7. Indicate grades skipped, retained or promoted 
socially. 

Skipped... Retained.......... Social Prom........... 

8. Do you feel the child would benefit most from: 
Special class placement ?.. sas Demotion?.......... 
Advancement ? Please explain. 

9. What, in your opinion, seems to play a major 

role in the child’s inability to achieve satisfac- 
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torily? (Specific defects, low intelligence, emo- 
tional defects, physical condition, poor concen- 
tration, poor memory, etc.) 

10. Is the child a behavior problem in school? 
EXPLAIN. 

11. Have the parents contacted you in reference to 
the child’s problem? If so, what is their atti- 
tude? 

12. Does the child have any special areas of inter- 
est? 

13. What is the child’s attitude toward school? 

14. If the child is not gaining academically, is he 
gaining emotionally or socially? EXPLAIN. 

15. Have you been able to cope with the child’s 
problem? (Special help, individual attention, 
ete.) EXPLAIN. 

16. Would it be in the best interests of the child 
and/or the school if the child were allowed to 
drop from school? YES....... NO. 

17. Do you have any suggestions as to how ‘the 
needs of this child might best be met? 
EXPLAIN. 

18. Other comments: 

Supplementary Data 

19. Health history: (list accidents, operations, in- 
juries, illnesses, etc.) 

20. Date of last physical examination................... 


21. Developmental history: 


22. Play history: (Plays alone, with younger chil- 
dren, older children, boys only, girls only, lead- 
er, passive, aggressive, etc.) 

23. Family history: 


Father: Age........ Education........ Occupation 
Mother: Age........ Education........ Occupation........ 
Together.._..... Separated_........... Divorced. 
Siblings: No........... Ages... Devient school 


24. Describe general home atmosphere. = 

During the first year of operation the 
school clinic was held in a centralized place. 
Children were brought from their own school 
to the clinic. Since then, however, the clinic 
team has rotated from one school to another, 
thus enabling each child to be seen in his 
own school. Parents find it easier to attend 
the clinic, and conferences with teachers 
produce better attendance. 

Before any children are seen, a general 
discussion of the nature and indication of 
each is held by the clinic team. Each child is 
then seen by a clinical psychologist for a com- 
plete evaluation of all aspects of his problem. 
This is followed by a conference with the 
child’s parents, who are given an interpre- 
tation of the findings, a general understand- 
ing of the problem, and, when indicated, 
specific recommendations to carry out. In 
addition, they are told what school facilities 
are available to help the child. Often parents 
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are asked to return for further interpreta- 
tion, reassurance, and to report evidences of 
progress. 

At the conclusion of the diagnostic session, 
which coincides with the end of the school 
day, a general group conference is held with 
the teachers interested. The clinic findings 
are presented, interpretations made, and 
recommendations given, along with a general 
discussion of mental hygiene. A definite cor- 
rective plan for the child is worked out with- 
in the limitations of available facilities. 

Lack of time holds psychotherapy, counsel- 
ing and follow-up work to a minimum; how- 
ever, it is hoped that an additional day de- 
voted exclusively to treatment may be added 
in the future to the clinic program. 


Principal School Difficulties 

It is a well established fact that school 
failures are primarily due to four factors; 
organic defects, emotional problems, intel- 
lectual inadequacies, and specific academic 
defects. 

Organic defects 

It is generally recognized today that many 
children once classified as behavior problems 
are, in fact, organically impaired. These chil- 
dren exhibit restlessness, faulty attention, 
and poor concentration. Their behavior is 
often most disturbing to the classroom 
teacher who lacks an understanding of the 
underlying nature of the problem. Proper 
instruction and suggestions relative to spe- 
cific methods of teaching brain-injured chil- 
dren are most helpful to the teacher. 

Convulsive disorders pose a rather serious 
problem for the school. Many children with 
such disorders have not had medical atten- 
tion of any nature, and still others receive 
mail-order medication. These children are 
referred to the clinic’s neurologic consul- 
tant, who often is able to prescribe medica- 
tion which brings about marked improve- 
ment in the child’s general condition. 

In addition, less serious physical condi- 
tions, such as defective hearing and impaired 
vision, seriously interfere with the child’s 
school progress until corrected. 

Emotional problems 

Corrective methods for emotional problems 
often mean re-orienting and re-adjusting, not 
only the attitudes, feelings, reactions, and un- 
derstanding of the child, but those of the en- 
tire family, and sometimes of the teacher. A 
child who is overprotected or rejected may 
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be helped to accept his role, but greater suc- 
cess in eliminating the disturbing circum- 
stances is gained when the parents are in- 
cluded in the therapeutic program. 

A child who feels rejected finds it diffi- 
cult to adjust in a school setting because his 
primary interest is not achievement, but a 
desire for love, affection, and understanding. 
His only thoughts may be directed toward 
ways and means of gaining the teacher’s love. 
Consequently, he is accused of inattention, 
poor concentration, and indifference. 

Many children — particularly only chil- 
dren—are overprotected and overindulged 
by loving, well meaning parents. Discipline 
is inconsistent and minimal; hence, the child 
feels it necessary to conform only when and 
if he feels it is important to him. When the 
child enters school he is surprised and be- 
wildered to find that he is not the center 
of attention. He cannot reconcile himself 
to such a contrast in environment. He is pre- 
occupied with a desire to satisfy his emo- 
tional needs, and consequently puts forth 
little effort academically. 

Often emotional disorders arise from ex- 
cessive parental ambition, family problems, 
overburdening cultural demands, preoccupa- 
tion with illness in the home, and inability 
to adjust to the demands of school. Reactions 
to school failure, inability to compete with 
others, and the like bring about an intense 
dislike for school. The one ray of light in 
such problems as contrasted to emotional sit- 
uations originating in the home is that 
proper school guidance in the form of an 
adjusted program commensurate with the 
child’s limitations and needs brings about 
dramatic changes in behavior and academic 
success at the child’s level. 


Specific defects 

Many children without physical, emotional, 
or intellectual limitations are severely hand- 
icapped by specific defects, particularly in 
speech and reading. A child with poor or 
defective speech is prone to develop an emo- 
tional reaction to his condition which often 
undermines school progress. Proper correc- 
tive measures can help remedy the situation 
and insure effective performance. 

Much has been said about specific reading 
disabilities. Actually, only about 1 per cent 
of school children demonstrate what is tech- 
nically called a “specific reading disability.” 
However, a much larger percentage of chil- 
dren exhibit reading skill markedly below 
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their chronologic age. These children are 
classified as reading problems when in re- 
ality their slowness in learning to read is 
secondary to intellectual or other factors. A 
child who has acquired an aversion to read- 
ing as a result of parental coercion shows 
increased skill following removal of the emo- 
tional block. Children who are retarded in 
general development begin to read as soon 
as they attain the necessary growth and are 
offered a properly geared program. 
Intellectual inadequacies 

The fourth major reason for failure, in- 
tellectual inadequacies, is so common that 
failures caused by other factors mentioned 
above are erroneously placed in this category. 
Our school programs are so constructed that 
a child is expected to progress from lower to 
higher grades. This rationale is based on the 
fact that higher grades demand more emo- 
tional and intellectual maturity than do low- 
er ones. Consequently, all children start in the 
first grade and are expected to progress up 
the scholastic ladder each succeeding year. 
Research studies have clearly demonstrated 
that the average child does not achieve the 
emotional, social, and intellectual develop- 
ment necessary for good first grade work un- 
til at least the age of 6 years and 6 months. A 
child who is retarded mentally a year or 
two enters school with the same handicaps 
as would a normal child of 3 or 4 years of age. 
Neither is ready or able to succeed in school, 
and the obvious consequences are frustration, 
repetition of grades, discouragement, and 
finally, dislike for school. Thus the seeds of 
truancy, delinquency, and serious nervous 
and mental disorders are sown, and unless 
corrective procedures ensue, germinate into 
full grown vicious plants, often resistant to 
remedial measures. 

Although a school psychological clinic, of 
necessity, must be oriented along corrective 
as well as preventive lines, greater emphasis 
on prevention seems warranted. This is the 
long-term objective of the clinic. If this goal 
is to be gained, the program must reach 
school children as early as possible. It is 
hoped that eventually pre-school psychologi- 
cal evaluations will become mandatory for 
all entering pupils, as are physical examina- 
tions at the present. However, until that goal 
is reached, pre-school programs should be 
provided on a voluntary basis for parents 
who are sincerely interested in the welfare 
of their children, This is the logical starting 
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point for a good preventive mental health 
program, not only for the school, but for the 
community. 


Determination of Academic Maladjustment 

There is no short, simple method of de- 
termining a child’s level of academic adjust- 
ment. Subjective opinions of teachers and 
others cannot possibly establish the nature of 
the problem or its cause. 

Group tests are even more unreliable. This 
fact has been established by several studies, 
one of which was done in the Winston-Salem 
schools. According to this study, group tests 
provide accurate scores in about 49 per cent 
of the cases. Clinic experience has demon- 
strated that there often are discrepancies of 
from 10 to 40 points (in either direction) be- 
tween a group test score and the clinically 
determined level of mental development. Un- 
fortunately, many educators continue to rely 
on group tests as an objective means of gain- 
ing information about their pupils. A group 
test score should never be used to establish 
a child’s mental capacity, nor should he be 
judged on this basis. In addition, a child 
should not be placed in a special class on the 
basis of a low group test score. The group 
test is best utilized as a rough screening 
agent to select children for further study. 

A child who scores low on a group test may 
do so because of factors completely unrelated 
to his level of mental development. A great 
danger in group testing lies in the grades 
above the primary level. Most group tests 
rely on reading ability. In view of the tre- 
mendous number of children with reading 
problems, low scores are often associated 
with reading difficulties rather than with 
low intelligence. A case in point is that of a 
10 year old boy who scored around 70 points 
on a group test, but revealed superior ability 
on a clinical examination. The low test score 
was related to his specific reading disability, 
which placed his reading skill at about a first 
year level. A second boy received a group 
score of 103 in the first grade, 122 in the 
third grade, and shortly thereafter on a 
clinical examination 139. No reading disabil- 
ity entered the picture; however, an emo- 
tional problem had prevented him from func- 
tioning at full efficiency. Many superior chil- 
dren score 20 to 40 points lower from lack 
of effort. 

Only by an individual clinical psychologi- 
cal examination can a child’s true capacity, 
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limitations, assets, and problems be deter- 
mined. A clinic examination consumes from 
two to four hours, depending on the nature of 
the problems. Each child is seen individually 
and his mental capacities are thoroughly 
studied. This means the determination not 
only of his I. Q., but of his degree of mental 
development, generally and specifically. In- 
tellectual traits of memory (visual, auditory, 
etc.), comprehension, reasoning, judgment, 
abstract thinking, visual-motor speed and co- 
ordination, and others are evaluated to de- 
termine the child’s strong points and weak- 
nesses, The clinician’s thinking deals with 
mental development, mental age, and so 
forth. : 

Norms for determining correct grade 
placement are based on mental development. 
It has been definitely established that a child 
should have a mental development of 6 years 
and 6 months in order to succeed in school. 
With each additional grade there should be 
an additional year of mental development— 
that is, in the second grade the mental age 
should be 7 years and 6 months, and in the 
fifth grade 10 years and 6 months. The I. Q. 
gives some indication as to the maximum 
amount of education a child can be expected 
to gain—-that is, a child with a clinically de- 
termined intelligence quotient of less than 
50 will never achieve beyond the primary 
level, whereas one with an I. Q. of 115 should 
be able to complete high school. 

Correct grade placement, or proper aca- 
demic adjustment, is based on several fac- 
tors. A graphic presentation of these factors, 
vividly portraying their significance and re- 
lationships can be computed on the Academic 
Adjustment Profile devised by the author 
(fig. 1). The function of the Profile can best 
be demonstrated, perhaps, by means of il- 
lustrative cases. 


Case 1 


A fourth grade boy was referred to the clinic be- 
cause of inability to achieve on a fourth grade level, 
lack of effort, poor attention, and annoying class- 
room behavior. 


The Academic Adjustment Profile revealed a 
chronologic age consistent with the fifth grade; 
however, he was actually in the fourth grade as a 
result of repetition of the third. His mental develop- 
ment, as indicated by his mental age of 7 years and 
8 months, was commensurate with third grade 
achievement, His actual achievement was at a third 
grade level. In view of the fact that his mental 
ability and achievement level were in complete 
agreement, it was apparent that the pupil was do- 
ing his best; however, his best was far below a 
fourth grade level. Inability to do fourth grade 
work was directly related to insufficient mental 
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development, and not to lack of effort as had been 
suspected. 

It was recommended that the child be given work 
commensurate with his mental age and achievement, 
and be placed in a special class where he would 
have the advantage of homogeneous associates and 
a program of instruction geared to his level and 
rate of mental development. With a properly adapt- 
ed special program he should be capable of at least 
a sixth grade education despite his borderline men- 
tal deficiency (1.Q. 72). The Profile indicates a 
special weakness in reading, although this weakness 
is consistent with a generally weak mental develop- 
ment, 


The behavior displayed by the lad was a 
result of his poor school achievement. Since 
he could not gain attention, recognition, and 
praise by achievement, he turned to annoying 
behavior for compensation. This type of be- 
havior easily clears up when the child’s pro- 
gram is adjusted and he can gain attention 
and praise through achievement. 


Case 2 


A fourth grade girl was referred because of “poor 
intellectual ability resulting in school failure.” 
Analysis of the child’s Academic Adjustment Pro- 
file revealed two years of retardation in grade 
placement. On the basis of her chronologic age of 
12 years and 3 months, she should normally be in 
the sixth grade; however, having repeated two 
grades because of lack of achievement, she was in 
the fourth grade. Though her mental development 
warranted adequate progress at a sixth grade level, 
her actual achievement was at about a third grade 
level. Obviously, some external factor was respon- 
sible for her poor school performance in the light 
of good average intellectual development. 

The psychological examination revealed a_ spe- 
cific reading disability, with very weak third grade 
reading level. The outstanding characteristic was a 
marked inability to orient words properly and a 
strong tendency to reverse letters and words. In 
addition, it was found that she read as well from 
a mirror (mirror image) as she did from ordinary 
print. It became apparent, therefore, that her poor 
progress was directly related to a specific reading 
disability and not to poor intelligence. She was rec- 
ommended for remedial reading instruction, with all 
academic work geared to her lowest level of achieve- 
ment until reading improved. In the meantime, she 
was to be allowed to do regular class work on a 
non-reading level so that she could start to show a 
general gain. 

With the help of special reading instruction, the 
child gradually overcame her defect and with help 
made up most of the work lost as a result of her 
reading problem. If her reading problem had not 
been detected and corrected, eventually she might 
have dropped out of school with very little educa- 
tion. In view of her new status, she should be cap- 
able of completing an adequate high school pro- 
gram, with some limitations. 


It is amazing how many school children 
display the same Profile as this girl’s. These 
children comprise a large part of our school 
drop-outs, our truants, and our delinquents. 
Once a child becomes maladjusted, whether 
as the result of a home-originated emotional 
problem or a school-created one, it is easy 
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for him to form a pattern of maladjustment 
which carries over into areas of behavior and 
living. 


Case 3 


A fifth grade boy was referred because he did not 
seem to be working at full capacity. In addition, he 
resorted to lying, cheating, disturbing other chil- 
dren, and other annoying classroom behavior. 


Fig. 1. Academic Adjustment Profile. 


The child’s Academic Adjustment Profile clearly 
indicated that he was working considerably below 
his capacity. On the basis of his chronologic age 
he was properly placed in the fifth grade, though 
mental development was consistent with that of a 
seventh grader, Nevertheless, his actual achieve- 
ment was nearer the fourth than the fifth grade 
level. He revealed no specific defects which could 
account for his low level of performance. Recom- 
mended work level and recommended grade place- 
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ment were suggested at his present fifth grade 
placement. 

The child’s physical history gave no indication of 
any physical disorder which could be responsible 
for his poor performance; hence, intellectual defi- 
ciencies, specific defects, and physical defects were 
ruled out. A thorough evaluation and analysis of 
his emotional adjustment clearly pointed to the 
source of his problem. The examination results 
clearly indicated a boy with strong feelings of re- 
jection by his parents. The problem was attacked, 
therefore, with the view of helping the lad over- 
come his emotional problem. As he was helped to 
overcome his feeling of rejection, school behavior 
improved and academic performance rose to a level 
commensurate with his capabilities. 


Far Reaching Effects of Mental Handicaps 

Those who feel that programs or projects 
for retarded or defective or even superior 
children are a waste of time and money 
should realize that each repetition of a grade 
by a retarded or defective child represents 
wasted money. In addition, measures to com- 
bat truancy and delinquency consume a tre- 
mendous portion of local and state budgets. 
The public is too unaware of the relationship 
between intellectual limitations, truancy, and 
delinquency. 

The expense involved in ignoring our men- 
tally handicapped children was clearly point- 
ed out in a report of a statewide study done 
in North Carolina in 1937 by Dr. Lloyd 
Thompson of the Bowman Gray School of 
Medicine. He stated: 


“In the public schools of North Carolina at the 
end of the school year 1934-35, out of an enrollment 
of 616,314 white children, 149,900 or 23.8 per cent 
failed to pass and were forced to repeat their 
grades. Out of an enrollment of 276,334 colored 
children 93,388 or 33.8 per cent were not promoted. 
A total of 240,288 children (26.9 per cent of the 
total) were not promoted. The State Department of 
Education has estimated that a total expenditure 
per child enrolled in the North Carolina public 
schools for that year was about $30.00. Applying 
this rate, over seven million dollars were expended 
on grades which had to be repeated the following 
year. This figure tells its own story in terms of 
expense to the school system and the taxpayer. 
There is an even more serious story of the effect 
upon the children themselves. The repeater, going 
over work a second and a third time, losing interest 
in studies and in school as a whole, is absorbing 
little, becoming inattentive, developing bad atti- 
tudes toward life and work, and noting as a drag 
on his more able classmates; the effects of dis- 
couragement due to failure has a far reaching effect 
on the personality of the child.” 


Scientific studies have clearly demonstrat- 
ed the relationship which exists between in- 
tellectual handicaps and behavior problems. 
Delinquency 

The most significant facts revealed are 
that 90 per cent of children with intellectual 
ratings below 60 may become behavior prob- 
lems, and many of them delinquent; and that 
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approximately 70 per cent of children with 
I. Q.’s between 60 and 70 (feeble-minded) 
may become behavior problems. The best ad- 
justed groups were those at average and 
near average levels of intelligence. It is also 
significant that as intellectual ratings ap- 
proached higher levels, behavior problems 
and often delinquency increased, though not 
to the level of the feeble-minded children. 

In view of these findings, juvenile court 
officers and judges should not pass sentence 
on a delinquent child without psychological 
clearance. A child should not be punished 
for adverse behavior unti] the underlying 
cause has been determined and an attempt 
made toward corrective measures. Simple 
remedial procedures often bring improve- 
ment, whereas harsh methods usually accen- 
tuate the adverse behavior. 


Truancy 

Research studies show the influence of 
intelligence on truancy. One study revealed 
that 84 per cent of the truant children had 
less than average intelligence. Only 2 per 
cent had above average intelligence. 

Obviously, not all truancy is related to aca- 
demic difficulties. A child may be truant be- 
cause of inadequate clothing, family influ- 
ences, problems of illness, or other reasons. 
Such problems can be dealt with directly; 
however, when the reason is not so obvious, 
the child should have a thorough evaluation 
of intellectual and emotional development. 
When academic, intellectual or emotional 
causes are found, remedial rather than pun- 
itive measures should be instituted. 

These two graphic illustrations stress the 
point that low intelligence not only poses an 
academic problem, but also may _ present 
serious community problems. Obviously, a 
child who is helplessly lost in school as a re- 
sult of inability to achieve on the level of his 
friends, feels inadequate and inferior, He is 
further stigmatized by having to repeat 
grades and soon loses all interest in school 
activities. School becomes a dreaded exper- 
ience for the academically lost child. He has 
three courses open: (1) “grin and bear it’; 
(2) compensate for lack of achievement and 
recognition by adverse behavior; (3) try to 
escape from an unbearable situation by “stay- 
ing away” from school, Truancy is most fre- 
quently used by these children as a means of 
escaping school frustrations. No child, no 
matter how small or large, will escape from 
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an interesting, enjoyable, pleasant, desirable, 
and stimulating situation. 

More serious than behavior problems and 
truancy is the fact that once a child resorts 
to anti-social activities he is prone to enlarge 
his scope of action and become involved in 
more serious community problems. Also, 
many frustrated and maladjusted children 
have serious nervous and mental disorders 
in adult life. 

The community’s serious concern with chil- 
dren of limited mentality seems justified, 
therefore, not only from the point of view 
of decreasing the rate of truancy, delin- 
quency, and nervous and mental disorders, 
but because retarded children can be helped, 
with proper understanding and guidance, to 
become self-sufficient, well adjusted mem- 
bers of the community. 


Results of School Clinic Program 

During the first two years* of the Win- 
ston-Salem School Psychological Clinic, ac- 
tivities were limited to one full day a week. 
During that time 310 children were given in- 
dividual psychological examinations. Follow- 
ing are tabulations of an analysis of the cases 
seen. 


Table 1 
Reasons for Referral 
Academic Maladjustment No. 
Superior ability ....... 
251 
Language Defects 
Social 
Truancy . | 
Behavior Deviations 
*Poor school conduct.................. 


*Most of these reactions were secondary to aca- 
demic problems, 


Reasons for referral 

Referrals for academic problems (251) 
greatly outnumbered all others. Behavior de- 
viations (120) were second. It should be 
pointed out that many of the behavior prob- 
lems were secondary to academic problems, 
and as soon as an adjustment was made in 
the child’s school program, the undesirable 

*Clinic activities now have been increased to 8 days a week. 
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behavior disappeared. Social maladjustment 
(410) was third, and language defects (36) 
were fourth. Consideration of “reason for 
referral” clearly indicates that clinic work is 
almost entirely associated with scholastic 
problems. This differentiates the psychologi- 
cal school clinic from the psychiatric child 
guidance clinic, which is primarily concerned 
with problems of emotional adjustment — 
that is, personality deviations leading to or 
associated with nervous and mental disor- 
ders, or serious home-developed emotional 
disorders. 


Table 2 
Diagnoses 
Academic No. Cases 
Mental retardation (I.Q. 70-90). 


Mental deficiency; moron (1.Q. 50-70) a3 
Mental deficiency; imbecile 25- 
Extremely superior ability .. 


Language 
Reading disability 82 
61 
Medical 
Possible organic brain lesion ..................... 26 
Possible psychiatric disorder easier? 12 
88 
Behavior Disorders 
*Emotional problems ...... 
Others 
Visual-motor underdevelopment | 
4 


*Many emotional problems were secondary to 
academic problems. 


Diagnosis 

Table 2 reveals the type and number of di- 
agnoses made. The diagnoses are consistent 
with the major reason for referral in that 
229 diagnoses were related to intellectual 
deviations. Of particular interest is the com- 
plete absence of the diagnosis of ‘“‘idiot’’; 
however, 24 children were reclassified as 
imbeciles. Of the total number of intellectual 
deficiencies, mental deficiency (113 cases) 
outweighed mental retardation (107). Beha- 
vior disorders were in second place, again 
followed by language defects (61) and med- 
ical problems (38). It is interesting that, al- 
though only 36 referrals were made for lan- 
guage defects, diagnostic studies established 
language defects in 61 children. Also, 26 chil- 
dren revealed marked evidence of organic 
brain lesions and 12 evidence of possible psy- 
chiatric disorders. No referrals were made 
specifically on either basis; however, the pos- 
sibility of these defects was established as a 
result of the psychological examination. 
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Table 3 Table 4 
Recommendations Results of Teachers’ Questionnaire 
Academic Adjustment No. Positive 
Special class placement .. Answers 
Special program within ‘grade 85 . _  Cpereent.) 
Enriched program .................... Pe: 1. Did you gain a better understanding 
Withdraw from school ............................ 15 of the child’s problem as a result of 
Repeat grade... 7 the clinic? 88 
Ca 2. Were you able to use the clinic in- 
Language formation to help the child? 84 
PROMS 26 3. Did the child improve emotionally or 
mending therapy . 26 socially ? 60 
Speech therapy .. Lv, 16 4. Did the child improve academically ? 21 
Total 68 5. Were you able to follow the clinie’s 
Social Adjustment recommendations ? ; 57 
Institutionalization .. 85 
alization was recommended for 35. The clinic 
Total ae _.... 66 did not base its seeieiaeibialatins for institu- 
—— 18 tionalization solely on a low intellectual rat- 
Psychiatric 40 ing, but rather on low intelligence, behavior, 
Neurologic ............ social factors, and home conditions. If a de- 
Others fective child’s parents were able to provide 
Vocational training 0.000000... 22 him with the needed care and supervision, in- 
Educational counseling 96 stitutionalization was not recommended. 
9O Vocational training was specifically ree- 
R dati ommended for 22 pupils; however, in view of 
nenetneamaearape the absence of facilities such recommenda- 


Recommendations (table 3) were heavily 
weighted on the academic side, with 136 spe- 
cial class placements; 85 special programs 
within grade; 9 enriched programs (for su- 
perior children) ; 15 school withdrawals, and 
7 repetitions of grade. 

Medical consultations were recommended 
for 79 children. Although only 12 children 
were diagnosed as having possible psychi- 
atric disorders, a fair number of emotionally 
disturbed children were referred for further 
consultation or treatment. In 18 cases physi- 
cal examinations were recommended, In 
many instances these children need eye ex- 
aminations, hearing tests, or a general phy- 
sical check-up. 

Tutoring in reading was recommended for 
26 children and remedial reading therapy 
for another 26 pupils. The differentiation 
made by the clinic between reading tutoring 
and reading therapy was related to the spe- 
cific nature of the child’s reading problem. 
If the child exhibited a specific defect in 
reading, such as of the “strephosymbolic” 
type, he was referred for special remedial 
reading lessons. On the other hand, if he 
revealed merely a general retardation in 
reading, tutoring by the child’s teacher was 
recommended, 

In the social adjustment area, foster home 
placement was recommended for 7 children. 
Sterilization seemed indicated for 24 pupils 
(these were the imbeciles), and institution- 


tions were not made for all children who 
could profit from such training. Also, when 
a child was recommended for special class 
placement, the recommendation implied a 
modified program, including vocational 
training. 

A total of 26 children were in need of edu- 
cational counseling to assist them with minor 
behavior or conduct problems. A_ limited 
number received counseling in the school 
clinic, though limitations of time prevented 
an extensive counseling program. 


Response 

At the end of the second clinic year ques- 
tionnaires were sent to all teachers asking 
what influence the clinic’s work had on the 
child’s adjustment. 

The value of a school psychological clinic 
is conclusively established if these re- 
sults are accepted as criteria. The teachers 
indicated that in 88 per cent of the cases 
they gained a better understanding of the 
child’s basic problem and of his assets and 
limitations. In 84 per cent of the cases they 
were able to use the information gained in 
helping the child make a better adjustment 
in school. Of particular interest was the re- 
sult indicated by the answer to question 3: 
“Did the child improve emotionally or so- 
cially?” The reports indicated that 60 per 
cent of the children improved in these areas 
as a result of the clinic’s recommendations 
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and the teacher’s better understanding of the 
problem. This finding coincides with the 
statement made earlier, when it was pointed 
out that many emotional problems are sec- 
ondary to academic problems and clear up 
when academic adjustment improves. 

Most disappointing, however, was the find- 
ing of question 4, dealing with scholastic im- 
provement, Only 21 per cent of the children 
showed improvement in scholarship. This 
finding is not surprising, however, when the 
problems are evaluated. A total of 229 chil- 
dren revealed intellectual problems. Of these, 
placement in a special class was recommend- 
ed for 136; in addition, remedial work in 
language was suggested for 42, and a special 
program within grade was recommended for 
85. In most instances facilities to provide 
these children with the special type of pro- 
gram needed were not available. If special 
classes and other facilities had been avail- 
able, scholastic improvement would prob- 
ably have resulted in almost all of these chil- 
dren except the very severely handicapped. 

Fifty-seven per cent of the replies to ques- 
tion 5 (Were you able to follow the clinic’s 
recommendation?) were positive. This figure 
is rather misleading in that it was not al- 
‘ways possible to follow the major recom- 
mendation and a secondary recommendation 
was carried out. The policy of the clinic was 
to make a primary recommendation regard- 
less of whether the facilities were available; 
however, this was followed by a secondary 
recommendation which could be executed. 
For example, placement in a special class 
was recommended for children in schools 
where special classes did not exist (this was 
done to point out the need for such services) ; 
the second recommendation usually suggested 
a special program within the child’s grade, 
with work geared to his level and rate of 
mental development and consistent with his 
actual achievement level. If the replies to 
question 5 had been based entirely on the pri- 
mary recommendation, the percentage would 
have been drastically lower. 


Summary 

1. The nature of a well organized, highly 
coordinated school psychological program, 
including the services of a variety of special- 
ists, has been presented. 

2. The general routine clinic procedure 
was outlined, depicting the manner in which 
all specialists pool their abilities in evaluat- 
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ing and assisting the child toward better 
emotional and academic adjustment. 

3. The objective method of determining 
academic maladjustment was illustrated with 
three case studies. 

4. The far reaching effects of academic 
failure as related to adverse classroom be- 
havior, truancy, delinquency, and other 
forms of emotional maladjustment were dis- 
cussed, 

5. An analysis of children seen in the 
school clinic over a two-year period was pre- 
sented. 

Conclusion 

The results clearly indicate the value of 
school psychological services in giving chil- 
dren an opportunity to meet and resolve their 
emotional conflicts and at the same time to 
gain better academic adjustment. They also 
point out the areas in which greater empha- 
sis is needed in the school program before 
all children, regardless of their specific as- 
sets or limitations, can gain a program com- 
mensurate with their specific abilites or dis- 
abilities. 


Scientists and politicians have so much to do 
when they get together on the common ground of 
service to mankind, that friendly cooperation, in 
mutual trust, should certainly be the aim of all. 
Scientists have solved most of the technical prob- 
lems of reducing infant mortality and prolonging 
life through sanitation and medicine. Politicians 
have provided public hospitals and public health 
agencies. They are jointly responsible for the un- 
precedented increase in world population that has 
characterized the first half of the twentieth cen- 
tury. Scientists must now accept the responsibility 
of solving the technical problems in providing ade- 
quate subsistence for growing populations. And 
politicians must arrange for appropriate sharing 
both of technical skills and of the means of sub- 
sistence in all parts of the world ... In my opin- 
ion the resources of the earth, when made available 
by the science of today and tomorrow, will prove 
adequate to meet all the needs of mankind for un- 
told years to come. The present rate of population 
increase is both unprecedented and temporary. It 
is far lower in those parts of the world that are 
now enjoying an economy of plenty than in those 
varts still laboring within an economy of scarcity. 

he politicians of India have followed the advice of 
scientists and have adopted a decreased birth rate 
as an item of national policy, There is good reason 
to expect that the world’s net reproductive rate will 
be appreciably lower by the end of the century than 
it is at present. — Mather, K. F.: The Common 
— of Science and Politics, Science, 173 (Feb.) 
953. 


Adequate tuberculosis control requires the whole 
gamut of psychological, social, and economic, as 
well as medical services.—Joseph W. Mountain, 
M.D., Pub. Health Reports, February 2, 1951. 
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THE TREATMENT OF METACARPAL 
FRACTURES 


EDWIN J. WELLS, M.D. 
CHAPEL HILL 


Metacarpal fractures may be managed by 
a variety of techniques. As the injury is fre- 
quent and malunion impairs the function of 
the hand, it seems desirable to review the 
various methods of treatment. 

Fifty-five fractures of the metacarpals, 
involving 52 patients, were treated by the 
Surgical Services of two Station Hospitals 
in the U.S. Zone of Occupation in Germany, 
and are the basis of this report. Five methods 
of immobilization and fixation were employ- 
ed, and each proved adequate in the cases 
encountered. These methods were fixation 
in plaster as advocated by Jahss', applica- 
tion of the Goldberg apparatus”), traction 
through the terminal phalanx’, intramedul- 
lary wiring, and transfixion wiring” 
(table 1). 


Classification 
The distribution of the fracture site dif- 
fered from that reported by Roberts’, who 


found in a review of 700 cases of metacarpal 
fracture: 26 per cent of the first metacarpal, 
94 per cent which were through the base; 
35 per cent of the fifth metacarpal, 50 per 
cent involving the neck; 17 per cent of the 
fourth; 11 per cent of the third; and 11 per 
cent of the second. Our distribution was: 11 
per cent first; 42 per cent fifth; 22 per cent 
fourth; 16 per cent third; and 9 per cent 
second. The neck of the fifth metacarpal was 
the most common site in our series, being in- 
volved in 27 per cent of the cases, in com- 
parison with Roberts’ figure of 16 per cent. 
These variances may be explained by the fact 
that our patients were mainly young men 
who sustained the injury as a result of the 
clinched fist striking a solid object; this may 
also account for the involvement of the right 
hand in 75 per cent of the cases. 

With three exceptions, these fractures 
were classified as closed, although abrasions 
over the dorsal surface of the hand were 
present in 80 per cent of the cases. The prin- 
ciples of management are the same for open 
and closed fractures, and the methods of 
treatment employed apply to both types. 
; From the Department of Surgery, the University of North 


Carolina, School of Medicine, and the North Carolina Memorial 
Hospital, Chapel Hill, 
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Table 1 
Analysis of 55 Metacarpal Fractures 


(per cent) 


Cases Requiring Secon- 
ary Fixation Method 


zation (days) 


Good Functional 


(per cent) 
Resultst 


Method of 
Fixation 
Plaster 
Goldberg 

apparatus 8 
Traction 19 
Transfixion 

wiring 100 
Medullary 

wiring 8 38 6 12 0 100 
Average 55 26 6 21 is ii & 

*All complications were classified as mild. 

+No results were classified “unsatisfactory” from 
a functional aspect. 
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Good functional results were obtained in 96 
per cent of our cases. 

The amount of edema surrounding the 
fracture site was important in our experi- 
ence, and played a significant part in deter- 
mining the type of fixation. Aside from the 
severity of the trauma, the degree of edema 
depended chiefly upon the lapse of time be- 
tween the injury and the institution of treat- 
ment. In our cases this varied from a few 
minutes to eight days, with an average of 
six hours. 

Dorsal angulation at the fracture site was 
the most common deformity noted, occurring 
in 72 per cent of our cases. Lateral displace- 
ment of the fragments, antero-posterior 
overriding, and volar angulation were occa- 
sionally encountered. Should union occur 
with the fragments in dorsal angulation, the 
prominence of the metacarpal head in the 
palmar position produces sustained discom- 
fort®". This deformity readily can be ex- 
plained on the basis of the insertion of the 
interosseoi and lumbricals over the dorsal 
surface of the proximal phalanx'’’. Since the 
flexor group of muscles is more powerful 
than the extensors, and the weak extensors 
cannot successfully oppose the strong flex- 
ors, the force of the flexors is transmitted 
across the metacarpophalangeal joint, pro- 
ducing angulation at the fracture site. 

When the history was suggestive and 
physical findings were in keeping with frac- 
ture in patients with hand trauma, antero- 
posterior and lateral roentgenograms of the 
entire hand were obtained. We have found 
that oblique views are of especial value when 
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the fracture involves the base or head of the 
metacarpal, and are useful following reduc- 
tion, regardless of the location of the frac- 
ture, to check on exact alignment. 


Anesthesia 


Within the first 24 to 36 hours following 
injury, infiltration of the fracture site with 
1 per cent procaine hydrochloride solution 
generally afforded adequate anesthesia. 
When the injury was more than 36 hours 
old, the results were inconstant. Nerve 
block at the elbow was used in 15 per cent 
and intravenous Sodium Pentothal in 10 per 
cent of the cases. For fractures of the first 
and second metacarpals, block of the radial 
nerve usually sufficed; while blocking the 
ulnar nerve was effective for the fourth and 
fifth metacarpals. Occasionally it was neces- 
sary to block both the median and ulnar 
nerves to secure adequate anesthesia for the 
third metacarpal. If the injury was especially 
painful, the median nerve was blocked for 
metacarpals one, two and three, and rarely 
for the fourth metacarpal. Sodium Pentothal 
was used only for the uncooperative, appre- 
hensive, or especially uncomfortable patients. 


Reduction 

We believed that reduction should be car- 
ried out as soon as possible, chiefly because 
edema subsides more rapidly after the frag- 
ments have been reduced and immobilized. 
Fixation was more satisfactorily maintained 
after early reduction and pain and discom- 
fort were appreciably reduced", 

Fluoroscopic control was resorted to only 
in the badly comminuted fractures and when 
transfixion wires were to be inserted. In all 
other cases palpation afforded adequate con- 
trol of position. Because of the small bones 
involved and the necessity of constant atten- 
tion to position in a limited field, the ex- 
posure of the operator’s hands is probably 
prohibitive. The awkwardness of lead gloves 
is obvious. 

After satisfactory anesthesia had been ob- 
tained, traction was exerted along the finger 
of the involved metacarpal and counter-trac- 
tion was applied at the wrist. The fragments 
were disimpacted if necessary. The wrist was 
dorsiflexed to a 20 to 30 degree angle, the 
finger flexed to a right angle at the metacar- 
pophalangeal and proximal interphalangeal 
joints, and pressure exerted dorsalward 
along the axis of the proximal phalanx while 
maintaining traction. By these maneu- 


MEDICAL JOURNAL May, 1953 
vers, the fragments usually can be realigned 
without difficulty. If a traction device was 
used as the method of immobilization, it was 
found that, except for disimpaction, no fur- 
ther efforts were needed for reduction. It 
should be appreciated that to secure func- 
tional alignment of the finger and the cor- 
responding metacarpal, the tip of the finger 
must point toward the tubercle of the car- 
pal scaphoid and must be maintained in this 
position”. 
Methods of Fixation 


With the exception of the Goldberg ap- 
paratus*, which can be purchased through 
any surgical supply house, the average op- 
erating room is equipped with all the neces- 
sary equipment: plaster, stockinette, sheet 
wadding and felt, no. 20 and 22 intravenous 
needles, rubber bands, small caliber Kirsch- 
ner wires, and a drill. We fashioned traction 
splints—Bohler“”, Cramer, and banjo-ty pe— 
from coat hanger wire, while the universal 
type hand splint’) was made from sheet 
aluminum. 

If the distal fragment is maintained in 
suitable position by palmar pressure over 
the metacarpal head, flexor tenosynovitis 
becomes a common complication, and may re- 
sult in fixation of the tendons at this site’, 
The practice of flexing the hand over a rol- 
ler bandage, wooden balls’, or other special 
devices is not a physiologic approach to the 
problem"**4¢-f and neither is the practice 
of splinting with the hand and fingers fully 
extended’. As in other fields where there 
is a diversity of opinion, no single technique 
is applicable to all cases. 


The plaster technique 


Eighty-three per cent of transverse frac- 
tures of the shaft and neck were maintained 
in good position by the plaster technique 
described by Jahss"’ and advocated by 
others’**''’, The hand and finger are main- 
tained in the position of reduction by a plas- 
ter cylinder, or volar and dorsal splints, 
padded over the styloid process. The dorsal 
splint is extended over the flexed finger and 
is anchored to the volar splint over the palm; 
the remaining fingers remain free. In several 
instances, we have used the universal hand- 
splint as a volar splint’. Postreduction 
roentgenograms are obtained immediately. 
Edema is the chief hazard. The hand must be 
elevated and should be inspected frequently 


*American Orthopedic Appliances, Springfield, Massachusetts, 
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for the first 48 hours. The plaster is re- 
moved and re-applied whenever edema in- 
creases or subsides. Throughout the entire 
period of fixation, 16-21 days, active motion 
of the uninvolved fingers is required. The 
danger of residual stiffness of the finger pre- 
cludes immobilization beyond three weeks. 

This method gave satisfactory results only 
when trauma was not unduly severe, and 
when co-aptation of the fragments and stable 
immobilization could be obtained without ex- 
erting excessive pressure. The advantages of 
the method are its simplicity, minimum 
trauma, and relative comfort. The disadvan- 
tages are inaccessibility for examination, fre- 
quency of edema and its complications, and 
inability to maintain fixation without using 
undue pressure. 


Goldberg technique 

Another method of fixation, utilizing the 
principles of the plaster technique, has been 
developed by Goldberg”). Following reduc- 
tion, position is maintained by applying the 
splint to the hand and finger in the final 
position of reduction. The splint is fixed by 
a few turns of plaster about the forearm, and 
the upper and. lower plates respectively co- 
apted to the dorsal metacarpal and the 
middle phalangeal surfaces. (fig. 1) In our 
experience, transverse and oblique fractures 
of the head, neck, and shaft responded well 
to this form of treatment, while basal frac- 
tures were refractory. The additional tech- 
niques used by Goldberg to correct slipping, 
overriding, and unstable co-aptation of the 
fragments were not employed. 

The further management and period of 
fixation are the same as in the plaster tech- 
nique. The advantages are ease of observa- 
tion, easy accessibility, mechanical compen- 
sation for edema or its resolution without 
removing the device, unrestricted movement 
of the rest of the hand, and the ability to 
exercise the involved finger by removing 
the apparatus for brief intervals. The dis- 
advantages consist of the necessity of ad- 
ditional apparatus for the surgeon’s arma- 
mentarium, insecure immobilization in the 
uncooperative and overly inquisitive pa- 
tients, and the limitation of usage without 
using multiple operative techniques. 


Traction 

When displacement persists, particularly 
in spiral fractures, in fractures involving the 
base and the distal portion of the head, and 
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treatment of a transverse, closed fracture of the 
shaft of the second metacarpal. 


in extracapsular and true Bennett’s frac- 
tures of the first metacarpal, traction gen- 
erally is required’. A volar aluminum splint, 
similar to the universal hand splint, fixing 
the hand in 20 to 30 per cent dorsiflexion 
and providing a distal site for traction, and 
the Bohler or modified banjo-type splints, 
incorporated in a plaster cuff, were utilized. 
Regardless of the method employed, the hand 
is maintained in a position of dorsiflexion 
at the wrists; the finger is slightly flexed at 
the metacarpophalangeal joint, and traction 
is exerted along the axis of the flexed finger, 
which points toward the tubercle of the car- 
pal scaphoid. 

The method of attachment of the proximal 
point of traction has been the subject of a 
great deal of discussion and numerous tech- 
niques have been advanced*?¢)J-*), such as 
adhesive skin traction and finger nail, pulp, 
and bone transfixion. In 80 per cent of our 
cases treated by traction, the pulp technique 
was used. A no, 22 needle is inserted 
through the palmar pad of the distal phlanx, 
0.5 to 1 cm. from the tip, a small caliper, 
fashioned from a coat hanger wire, is at- 
tached, and rubber bands are extended from 
this to the distal point of traction. The ten- 
sion required for alignment of the fragments 
is not excessive, and little distress is encoun- 
tered. We experienced no pulp space infec- 
tions, though prophylactic antibiotics were 
not routinely administered. Fingernail trac- 
tion is insecure and is painful; adhesive skin 
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Fig. 1. The Goldberg apparatus applied for the 
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Fig. 2. 
fracture of the shaft of the second metacarpal. 


traction is undependable; and the insertion 
of a wire through the phalanx introduces the 
danger of osteomyelitis. 

Traction is maintained for 12 to 14 days 
and released at intervals to allow passive ex- 
ercise; thereafter, the finger is maintained 
in flexion by a light dressing for 2 to 3 weeks. 
The advantages of traction are the alignment 
of difficult fractures*', mobility of the un- 
involved fingers, less edema, absence of pres- 
sure points, and no retardation of union 
from loss of position. Its disadvantages are 
the potential introduction of infection and 
prolonged hospitalization or daily inspection. 


Intramedullary wiring 


A further adjunct to treatment is the use 
of Kirschner wires as a transfixion de- 
vice*'®) or as intramedullary fixation. 
When there is persistent malalignment of 
the fragments, unstable comminuted frag- 
ments, or significant soft tissue involvement, 
Kirschner wires are especially useful. Intra- 
medullary nailing is not feasible with a frac- 
ture through the head or base of the meta- 
carpal, because the short fragment does not 
allow purchase of the wire; this can be 
managed, using transfixion wires, one 
through the head or base and a second 
through the shaft for stabilization. 

Both procedures are carried out under con- 
ditions of strict asepsis. For intramedullary 
wiring a small dorsal incision is made over 
the metacarpal distal to the fracture site, 
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Roentgenogram showing an intramedullary wire in place for the treatment of a transverse 


an oblique hole drilled through the cortex, 
and the slightly bent Kirschner wire thread- 
ed along the medullary canal until it im- 
pinges at the base. The wire is clipped off, 
leaving a projection for removal. An alter- 
nate method) of passing the wire through 
the fracture site and then reversing the di- 
rection and passing the distal portion out 
through the metacarpophalangeal joint was 
discarded because of the unnecessary risk of 
complications involving the joint and artic- 
ular surface. Our preliminary experience 
with the former method suggests that it may 
be the optimal method of fixation for frac- 
tures of the shaft and neck when position is 
difficult to maintain, when multiple fractures 
have been sustained, and when adequate op- 
erating facilities are available. 
Transfixion wiring 

Metacarpals 2 through 5 form a trans- 
verse arch, and transfixion wires must com- 
pensate for this dorsal curvature. The wires 
transfix the fragments of the involved meta- 
carpal to the adjacent, or between adjacent 
metacarpals; optimally, wires are inserted 
both distal and proximal to the fracture site. 
We have not used transfixion with multiple 
fractures, which are difficult to realign. Be- 
cause of the palmar course of the digital 
vessels and nerves there is little danger of 
injury. 

Under fluoroscopic control, the wires are 
inserted through lateral stab wounds and, 
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when in the desired position, are cut about 1 
cm. from the skin to facilitate removal. The 
use of a light cast is elective in transfixion 
and intramedullary wiring of single frac- 
tures, but desirable with intramedullary wir- 
ing of mutiple fractures. The transverse 
wires are usually removed in 2 to 3 weeks, 
while the intramedullary wires remain in 
place for 4 to 6 weeks. 

The advantages of these techniques are ac- 
curate alignment for the fragments, complete 
freedom of motion of the hand, and minimal 
debility. The disadvantages are the danger 
of osteomyelitis and the addition of an op- 
erative procedure. Because of the possibility 
of infection, we prophylactically adminis- 
tered procaine penicillin, 300,000 units every 
12 hours, for three to five days; no infections 
developed. 


Fractures of the First Metacarpal 
The management of first metacarpal frac- 
tures poses problems and principles of treat- 


Fig. 3. Roentgenogram demonstrating transfixion 
wiring of a closed, comminuted fracture of the prox- 
imal one-third of the shaft of the second metacarpal. 
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ment apart from those encountered with met- 
acarpals 2 to 5. Our low incidence of involve- 
ment of the thumb has been explained. These 
fractures are of three general types: Ben- 
nett’s, involving the medial tubercle of the 
base and entering the joint space; basal frac- 
tures not involving the joint; and, less fre- 
quently, those of the shaft, neck, and head. 
The use of the Goldberg apparatus is not 
feasible in fractures of the first metacarpal, 
and although transfixion has been advocated 
for basal fractures"*’, it has not been widely 
used. Intramedullary nailing, which we have 
not employed, is possible only when the 
shorter fragment is sufficiently long to allow 
impingement of the wire and is therefore 
limited to the shaft and neck fractures. Trac- 
tion has been our method of choice in Ben- 
nett’s fractures; results have been good using 
plaster, unpadded, glove-type casts in the 
case of other basal fractures, as well as those 
through the neck, shaft, and head. 

Reduction is carried out by traction along 
the axis of the slightly abducted thumb. The 
base is fixed by inward pressure, the head 
pulled outward and backward, and the meta- 
carpal shaft fixed in moderate abduction and 
extension, with slight flexion at the metacar- 
pophalangeal joint. If plaster is used, a 
circular cast is applied from the mid-fore- 
arm to the distal palmar crease, encircling 
the thumb separately as far as the intrapha- 
langeal joint. Edema may be a problem, re- 
quiring the re-application of plaster. Immo- 
bilization must be maintained for about three 
weeks. If alignment is unsatisfactory or ede- 
ma is prominent, traction should be utilized. 

Reduction is not a problem in the case of 
Bennett’s fracture. Fixation however, is not 
feasible without traction*'®, because of the 
saddle-shaped surface of the articulating 
trapezium, the pull of the flexor and exten- 
sor muscles, and the loss of the integrity of 
the articulating surface of the metacarpal. A 
banjo-type splint is incorporated in the plas- 
ter glove and traction exerted along the axis 
of the slightly abducted and extended thumb. 
Traction is maintained for about two weeks, 
and plaster alone for another 7 to 10 days. 
Because of the high incidence of basal in- 
volvement and the difficulty in maintaining 
anatomic reposition, residual functional im- 
pairment is prone to occur; physiotherapy is 
especially useful after mobilization. 


Results 
Morbidity: Though concomitant injuries 
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prolonged hospitalization in three instances, 
the average period was six days. Patients 
were fully ambulatory from the first day. 
Limited duty was ordered on discharge, then 
full duty when union was stable and after 
a suitable period of physiotherapy. Sedation 
other than aspirin was seldom necessary ; 
only in those fractures fixed by bone trans- 
fixion were antibiotics used prophylactically. 
We were impressed with the comfort and ab- 
sence of distress associated with those frac- 
tures which were promptly reduced and im- 
mobilized. 

Complications: No serious complications, 
such as pulp necrosis or infection, pressure 
necrosis, or osteomyelitis were observed. 
Edema was our chief difficulty, encountered 
in 30 per cent of the cases treated by the 
plaster method, necessitating removal of the 
cast. In most cases another method of fixa- 
tion was substituted. In one fracture immo- 
bilized by the Goldberg device, fixation was 
lost, as the result of the patient’s curiosity. 
Several patients complained of pain at the 
pulp traction site, but in only one instance 
was removal of the needle necessary. Persis- 
tent malalignment in spite of adequate trac- 
tion occurred in one oblique fracture of the 
fifth metacarpal. This responded well to 
transfixion wiring. 

Bone union: Neither non-union nor delayed 
union was observed. In only one patient, who 
absented himself from clinic for 32 days 
while the wrist was immobilized in plaster, 
was malunion observed. Adequate callus for- 
mation was observed by x-ray after an aver- 
age period of 22 days. 

Functional results: Only two patients, 4 
per cent of those treated, demonstrated un- 
satisfactory function initially; one of these 
was the case of malunion mentioned pre- 
viously, Both of these patients responded 
well to physiotherapy, but function at the 
end of four and five months, respectively, 
could not be classified as good. Using intra- 
medullary and transfixion wiring, our results 
were uniformly good. 


Summary and Conclusions 
1. In a series of 55 cases of metacarpal 
fracture, five methods of fixation were em- 
ployed and good functional results obtained 
in 95 per cent, with no serious complications. 
2. Transverse fractures of the neck and 
shaft of the second, third, fourth, and fifth 
metacarpals, and extracapsular basal frac- 
tures of the first metacarpal were adequately 

managed by plaster immobilization. 


8. An alternative method of fixation, with 
additional advantages, employs the Goldberg 
apparatus, which with Goldberg’s accessory 
techniques can be extended to include oblique 
and grossly displaced fractures, but not those 
of the head or base of the first metacarpai. 


4. Traction is the simplest form of therapy 
for oblique and grossly displaced fractures, 
and the treatment of choice Bennett’s frac- 
tures. Pulp transfixion was optimal in our 
experience. 

5. When alignment is difficult to maintain, 
extremely accurate reposition is necessary 
and traction is not feasible, intramedullary 
and transfixion wiring are valuable addition- 
al techniques. Intramedullary nailing may be 
the optimal form of treatment in fractures 
of the neck and shaft. 
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MALIGNANCY OF THE FEMALE 
URETHRA 


A Report of Eight Cases 
JAMES FRANCIS GLENN, M.D. 


Primary malignancy of the female urethra 
has long been thought to be a rare disease. 
In the century following the report of the 
first such case by Boivin and Duges in 
1833", only 136 authentic cases were re- 
corded in the literature. Reports of primary 
urethral malignancy are now becoming more 
frequent, indicating that the condition has 
either become more prevalent or is being 
more readily recognized. 

In the most recent and exhaustive survey 
of the literature, McCrea’ summarizes 546 
proven cases of primary malignant tumors 
of the female urethra. To this series may be 
added 3 cases reported by Desaive and 
others®, 1 recorded by Bartrina Calvo’, 1 by 
Wishard and Nourse’, and 1 reviewed by 
Salaber and colleagues’. 

Eight cases of primary malignancy of the 
female urethra have been seen in this clinic, 
which, when added to existing reports, make 
a total of 560 authentic cases. The 8 cases 
are summarized in table 1. 

Anatomically, it is often quite difficult to 
determine the exact site of origin of vulvo- 
urethrovaginal carcinoma, since in many in- 
stances the lesion is far advanced when first 
seen. Only those cases which could be shown 
to have had urethral or vulvo-urethral ori- 
gin, according to the classification of Ehren- 
dorfer, are included here. While malignan- 
cies of vulvo-urethral origin are the most 
common, it was felt that all but one of the 
malignant tumors reported here arose within 
the urethra itself. 


Classification 
The usual histologic classification of the 
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primary malignant tumors of the female 
urethra includes carcinoma, sarcoma, and 
melanoma’. Though the reported cases of 
carcinoma have in large part been undiffer- 
entiated or unclassified, squamous, transi- 
tional, adenomatous, mucoid, columnar, and 
endothelioma types have been recognized. 
Squamous cell carcinoma is the most com- 
monly encountered type of the 8 cases re- 
ported here, 3 were squamous cell carcinoma, 
2 were undifferentiated, 1 was adenocarcin- 
oma, 1 sarcoma, and 1 malignant melanoma. 
In table 2 is shown a classification of pre- 
viously reported cases, as well as those in 
this series. 
Etiology 

The etiology of urethral malignancy, as 
elsewhere, is unknown, Factors incriminated 
as possible etiologic agents have included 
chronic infection and irritation’, carun- 
cles”, diverticuli”, and benign papillo- 
mas’, There is no statistical evidence for 
any of these as predisposing or etiologic fac- 
tors, and no such factors were encountered 
in the 8 cases seen here. 


Distribution 

Malignancy of the urethra is more com- 
mon in women than in men, by a ratio of 5 
to 3°"). There are no statistical data to indi- 
cate that it is more common in married than 
in single women, though all our patients 
were married, with the exception of one, 
aged 15. Shaw''® states that primary ureth- 
ral malignancy usually occurs in women over 
40 years of age, and a summary of the litera- 
ture’?) shows the average age to be in the 
fifth decade. The average age in these 8 
cases was just under 50 years. In general, 
sarcoma tends to occur earlier and melanoma 
later than carcinoma. 


Symptoms 

The symptoms of urethral malignancy de- 
scribed in the literature are hematuria, fre- 
quency, difficulty in urination, and a growth 
at the external meatus. Retention may be an 
early symptom, and a watery discharge may 
occur late in the disease. The average dura- 
tion of symptoms before seeking medical aid 
ranges from three months to one year''", in 
our patients averaging seven months. Our pa- 
tients described progressive difficulty, fre- 
quency, and nocturia, burning on urination 
followed, by aching pain, tumor mass at the 
meatus, and usually hematuria or frank 
bleeding. 
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Table 1 


Malignancy of the Female Urethra 
Summary of 8 Cases 
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. Age Duration 
Case (years) Sumptoms (months) Lesion Metastases 
J 61 Caleuli, burning, frequency, 2 Proximal urethra firm, in- No nodes palpable. Chest 
WMF hematuria. Growth in blad- durated, Shaggy tumor in films revealed metastatic 
der found by loeal phy- bladder on cystoscopic ex- pulmonary disease. 
sician. amination, 
A ay Pain, bleeding, frequency, 4 Nodular tender; bleeding No clinical or x-ray evi- 
CWF hematuria, Mass at meatus, mass at meatus, 5 x 6 cm. dence, 
two months post-hysterec Distal urethra and vagina 
tomy indurated, 
2 67 Spotting, hematuria, diffi- 1s Granular ulcerated lesion at = No clinical or x-ray evi- 
WMFE culty, weight loss. Tumor at meatus, actively bleeding. dence, Subsequent inguinal 
the meatus ? time. metastases, 
1 SI Dysparunia, spotting, ten- 6 Bleeding indurated mass at Firm tender left inguinal 
WMF derness, urethral pain, fre- meatus extending up node, confirmed by biopsy. 
quency, difficulty, and urethra, not in bladder. 
weight loss. 
5 72 Pedunculated mass from 7 Induration along entire No clinical or x-ray evi- 
WMF meatus of ? duration, ex- urethra noted on vaginal dence. 
cised by local physician. examination. 
6 49 Frequency, hesitancy, diffi- ~ Indurated nodular mass No clinical or x-ray 
CMF culty; burning followed by around urethra proximal to evidence, 
aching pain. meatus 
= a 15 Painful mass recurring 12 Nodular 8 x 8 cm. mass, at Bladder filled with nodular 
CSE twice. Severe pain, ineon- introitus arising from ure- growths of similar type. 
tinence, loss of weight, thral pedicle. 
bleeding. 
8 45 Slight burning. Blue-black 2 Hyperemia and induration No clinical or x-ray evi- 
CMF ring at meatus excised by at meatus; tumor mass ex- dence. Subsequent inguinal 


local physician, 


Diagnosis 

On examination of the patient a tumor 
mass at the external meatus may generally 
be seen. The neoplasm may range in size 
from a barely perceptible lesion to a grape- 
fruit-sized mass filling the introitus. The tu- 
mors are usually indurated and may often 
be nodular. In general, they are firm, tender, 
and bleeding; some may be friable, and ne- 
crosis is not uncommon. Vaginal examina- 
tion may reveal extension of the tumor, and 
palpation of the urethra may disclose indu- 
ration along its course to the vesical neck. 
In growths arising in the proximal urethra 
the induration may be felt while no lesion is 
visible. Clinically, it is difficult, if not impos- 
sible, to distinguish in all cases between car- 
uncle and carcinoma, and often inflamed 
papillomas present the appearance of malig- 
nancy. It is felt that biopsy is the only ac- 
curate method of diagnosis”. 

The lymphatic drainage of the proximal 
urethra is to the iliac and hypogastric nodes, 
while that of the distal urethra and meatus 
is to the inguinal nodes. The site most fre- 
quently involved in distant metastases is the 
lungs. At their first examination, 50 per cent 
of the patients with urethral malignancy may 
have local metastases, and up to one-third 
may have visceral metastases’. In 2 of the 
cases reported here, inguinal node involve- 
ment was present at the first examination, 
and in 1 case metastases to the lungs were 


cised, metastases. 


demonstrated radiologically. There may be 
no correlation between duration of the dis- 
ease and metastatic spread. 


Treatment 


Though various forms and combinations of 
therapy for urethral malignancy have been 
advocated'*:'”), the results of treatment are 
discouraging. Brack and Farber''*) divide the 
proposed forms of therapy into four major 
groups: (1) radical excision of the urethra 
including the vesical neck; (2) urethral ex- 
cision leaving intact the vesical neck and 
sphincter; (3) knife or electrosurgical exci- 
sion followed by irradiation; (4) irradia- 
tion alone. 

In addition, still more radical surgery has 
been employed, with removal of the bladder 
and genital organs and transplantation of 
the ureters. However, recently the trend has 
been toward irradiation, either with roent- 
gen ray or radium. At this time, the most 
successful results are thought to follow com- 
bination therapy with radium and roentgen 
ray’, Unfortunately, a high incidence 
of urethral stricture follows such treatment. 

Of the 8 cases reported, 2 were treated 
surgically, 2 with irradiation, and 2 with 
combined surgery and irradiation; the re- 
maining 2 cases are also to be treated with 
combined therapy. There is no statistical evi- 
dence for the increased efficacy of one form 
of treatment over another, but the complica- 
tions of extensive surgery are discouraging 
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Table 1 
Malignancy of the Female Urethra 
Part I 
THERAPY 
Case Pathology X-Ray Radium Surgery Follow-up 
J Undifferentiated, 2600 ru. supra 1575 mg. hours Minimal decrease in 
WMF probably transitional — pubic. vaginally, tumor size. Post irra 


cell carcinoma, 


2 Undifferentiated 200 r. per day 
CWrF carcinoma, direct 


2400 r. u. as pallia 


Squamous cell 
tive measure only. 


3 
WMF carcinoma 


4 Squamous cell 
WMF carcinoma needle 


5 Squamous cell 
WMF carcinoma 
6 Adenocarcinoma. 6600 rT. u. 3600 mg. hours 
CMF vaginally, 
7 Undifferentiated 
CSE sarcoma, 
8 Malignant 
CMF melanoma. 


and irradiation places trauma to the patient 
at a minimum. It is felt that local excision of 
the tumor, where feasible, leaving urinary 
function intact’*” and followed by inten- 
sive irradiation is the most satisfactory 
treatment of urethral malignancies. 


Prognosis 

The prognosis in urethral malignancy is 
poor, though one patient in this series is 
living more than 13 years after the initial 
diagnosis was made. It is felt that the out- 
come depends upon three basic factors: (1) 
the inherent nature of the tumor—its inva- 
siveness, radiosensitivity, and tendency to 
metastasize; (2) the stage of the disease at 
the time of first examination; (3) the site 
of origin of the tumor, especially with re- 
spect to its amenability to local excision. 


Summary 

Malignancy of the female urethra is re- 
viewed, and 14 cases of proven primary ma- 
lignancy of the female urethra are added to 
previously existing series. The number of 
cases in the literature now totals 560. 

Eight female patients with primary malig- 
nant tumors of the urethra are reported, in- 
cluding 6 cases of carcinoma, 1 of sarcoma, 
and 1 of melanoma. The incidence, sympto- 


1152 mg. hours by 


implants, 


Colpectomy, radical 
vulvectomy, and sub 
total urethrectomy. 


Hysterectomy, colpec 
tomy, cystectomy, vul 
vectomy, ureterosig 
moidostomy, lymphade 
nectomy. 

Local electrosurgical 
excision, followed by 
subtotal urethrectomy. 


Excised twice by local 
physician, Excised on 
admission. No further 
surgery, due to poor 


diation urethral stric 
ture. Living at 6 mos, 
Local excision to be 
carried out following 
pre-operative irradia 
tion. 

Discharged with blad 
der, inguinal metasta 
ses. Died 18 months 
later, 

Living after 9 months 
with perineal fistulae 
No evidence of recur 
ring carcinoma, 


Extensive irradiation 
advised, Patient rela 
tively asymptomatic at 
months, 

Died 12 months later 
with extensive carcin 
oma, 

Died 8 months later 
with extension to ree 
tum, urinary ostruction, 
and infection, 


risk, 
Local excision, sub Living and well 13 
total urethrectomy, bi- years after initial di 
lateral lymphadenee agnosis confirmed, 
tomy. 


Table 2 


Classification of Malignant Lesions of the 
Female Urethra 


§ 

o. & 

sk aye 

Tupe of Malignancy te 

Carcinoma 

Undifferentiated or unclassified 3438 2 
Squamous cell 119 3 
Adenocarcinoma 48 1 
Sarcoma 23 1 
Melanoma 19 1 
Total .. 552 8 


matology, physical findings, and treatment 
are discussed. 

While the prognosis in urethral malig- 
nancy is poor, local excision of the neoplasm, 
where possible, followed by extensive irra- 
diation seems to offer the most encouraging 
results. 


The author wishes to acknowledge the aid and 
advice rendered by Dr. John E. Dees in the prepara- 
tion of this paper. 
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SUBCUTANEOUS BERYLLIUM 
GRANULOMA 


Report of a Case 


W. RUSSELL FLOYD, M.D. 
and 
JEROME QO. WILLIAMS, M.D. 


CONCORD 


Within the last few years increasing em- 
phasis has been placed on lesions caused by 
beryllium, the element which is used indus- 
trially as beryllium phosphors in fluores- 
cent light bulbs. 

Though the pulmonary lesions of beryllium 
poisoning have received wide-spread consid- 
eration’, the cutaneous manifestations have 
received scant attention. Skin lesions due to 
beryllium are of four types’: (1) lesions 
arising spontaneously in patients with 
chronic pulmonary beryllium granulomato- 
sis; (2) ulcers; (3) contact dermatitis; (4) 
subcutaneous granuloma. 

All lesions except the last named are us- 
ually found in beryllium workers, while sub- 
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cutaneous beryllium granuloma following 
skin lacerations produced by broken fluores- 
cent bulbs is being recognized more and more 
frequently in the population at large. 

This brief case report has to do with sub- 
cutaneous beryllium granuloma, which was 
first described by Grier, Nash and Frei- 
man in 1948. They reported 3 cases in 
which the lesions were directly associated 
with lacerations of the skin by fragments of 
fluorescent light bulbs. 

In 1950 Silverman and Erickson’ re- 
viewed the literature and found only 6 case 
reports at the time, including their one. The 
few additional cases reported since then 
were marked by the typical history of skin 
laceration by fluorescent bulb fragments, and 
a slow and improper healing of the wound, 
with swelling, tenderness, and frequently, ul- 
ceration. All cases were apparently cured af- 
ter complete surgical excision of the involved 
area. 

The following case report is believed to 
be warranted because such a specific and 
easily remedied condition should be brought 
to the attention of every clinician and pa- 
thologist, and because of the paucity of re- 


ported cases at the present time. 


Report of a Case 

A 14 year old white girl was seen as an of- 
fice patient by one of the authors (W.R.F.) 
with the complaint of “sore thumb” of the 
left hand since she cut it four years pre- 
viously on a broken fluorescent light bulb. At 
the time of injury the cut was considered 
small and insignificant, and medical atten- 
tion was not sought. However, the wound 
healed poorly and for some months presented 
a reddish, raised appearance. The area was 
described as containing “proud flesh” and 
draining a “yellow material.” The lesion 
would clear only to flare up again, and one 
year prior to the patient’s office visit, there 
was severe infection with lymphangitis of 
the forearm, which was treated with penicil- 
lin. When the infection had subsided, a search 
was made for foreign body, but none was 
found on fluoroscopic or examination sur- 
gical incision. 

The lesion on the thumb gradually grew 
larger and at the time that we first saw the 
patient was approximately 1 inch in length, 
14 inch in width, and presented a typically 
granulomatous appearance. 

The entire lesion was excised and sent to 
the pathology department for evaluation. 
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Fig. 1. A large multinucleated giant cell seen at 
the border of the granulomatous reaction. 


The tissue was sectioned and stained with 
hematoxylin and eosin, an acid-fast stain, 
Masson’s trichrome stain, Schiff’s stain, and 
Foot’s reticulum stain. 

Histologically (fig. 1), the epidermis re- 
vealed marked parakeratosis of the epithel- 
ium, with some acanthosis and elongation of 
the rete pegs. Beneath the area of parakera- 
tosis the corium was composed of dense 
bundles of collagenous fibers and an in- 
tensely eosinophilic zone of fibrinoid necro- 
sis. Around these areas of necrosis were 
many typical epithelioid cells and enlarged 
multinucleated giant cells of both the Lan- 
ghans and foreign body types. There was 
marked proliferation of the connective tissue 
which had replaced the normal tissue in 
many areas, and some sections showed al- 
most complete fibrosis. The special stains 
failed to show the presence of foreign body, 
inclusion bodies, bacteria, or acid-fast or- 
ganisms. 

Comment 

This case calls attention to the fact that le- 
sions of the skin do occur when the subcu- 
taneous tissues come in contact with beryl- 
lium phosphors. It illustrates the need for a 
careful history in diagnosing any skin lesion, 
and also serves to emphasize the value of 
histopathologic examination of skin lesions. 
Of course, the conclusive academic diagnosis 
of beryllium granuloma would depend upon 
a spectrographic demonstration of beryl- 
lium’, In this case, however, it is believed 
that the accurate history, clinical findings, 
and microscopic findings are sufficient to 
substantiate the diagnosis. 
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It must be pointed out that if these lesions 
are incompletely excised they will recur and 
continue to produce the typical symptoms of 
slow and improper healing, swelling, tender- 
ness, and often intermittent pain, with oc- 
casional spontaneous ulceration of the skin. 
When the original biopsy material is sub- 
mitted for pathologic examination, it would 
be well for the pathologist to tell the attend- 
ing surgeon if the tumor has been completely 
removed. It has been shown that in cases 
where the entire lesion was removed, the end 
result is complete healing and freedom from 
symptoms. 

Summary 

1. A case of subcutaneous beryllium gran- 
uloma following a minor skin laceration with 
a fluorescent light bulb is reported. 

2. The histologic appearance of this lesion 
is described and the value of histologic ex- 
amination is emphasized. 

3. Physicians are urged to be on the alert 
for cases of beryllium granulomatosis and to 
educate people concerning the hazards in- 
volved in handling and disposing of fluores- 
cent light bulbs. 
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It is not where you make your observations that 
determines their value as truth, and an observation 
made on a man may be as accurate as one made on 
a monkey. The crux of the matter surely is the 
quality of the observation and the scientific imagi- 
nation that goes into its interpretation.—Walshe, 
F. M. R.: Some Problems of Method in Neurology, 
Canad, M.A.J. 68:22. 


Neglect of Method: Holocausts of monkeys have 
offered up on the numerous altars of neurophysio- 
logical science—indeed, nowhere so many as on the 
American continent—and yet we have still no co- 
herent body of teaching, but a number of snippets 
of theory built upon snippets of facts, with much 
conflict of opinion. 

Surely something must have gone wrong that so 
much labour should yield so disappointing a harvest, 
that the wheat should be mingled with so many 
tares. My submission is that something has gone 
wrong, and that that something is our neglect of 
method, not technical method but intellectual meth- 
F. M. R.: Some Problems of Method 
M.A.J. 68:22. 


od.— Walshe, 
in Neurology, Canad. 
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TRIGEMINAL NEURALGIA: CONSER- 

VATIVE MANAGEMENT WITH MAS- 
SIVE VITAMIN B,, THERAPY* 


IEBEN ALEXANDER, JR., M.D., 
and 
COURTLAND H. DAvVis, JR., M.D. 


WINSTON-SALEM 


The apparent success of small doses of vit- 
amin B,» in relieving the neuropathy of per- 
nicious anemia and in the treatment of cer- 
tain peripheral neuritides led Fields and 
Hoff"! to employ massive doses of the prep- 
aration in the treatment of trigeminal neu- 
ralgia. In 13 cases treated with 1000 micro- 
grams of vitamin B,» given intramuscularly 
daily for 10 days, remarkable relief was ob- 
tained in all cases. They found that in 4 cases 
which had previously been treated with sur- 
very or alcohol nerve blocks, delay of pain 
relief with vitamin B,. was noted, but was 
eventually satisfactory. 


Material and Method 

Since April, 1952, 17 patients with symp- 
toms typical of trigeminal neuralgia have 
been treated with vitamin B,.. Except for 1 
patient who preferred to have the complete 
and permanent relief offered by surgery 
rather than any form of medication, these 
cases represented a consecutive series. The 
medication was given intramuscularly either 
by the family physician or by his office staff ; 
500 micrograms were administered morning 
and night over a 10 day period. No untoward 
reactions or complications were noted during 
the therapy or following it. 

A total of 12 of the 17 patients previously 
had had alcohol injections in branches of the 
trigeminal nerve or avulsions of peripheral 
branches of the nerve. When the pain re- 
curred six months to two years after treat- 
ment, vitamin B,. was given. 


Results 

In this group of 17 patients, 6 have re- 
ported that they have obtained complete re- 
lief of all pain. Four of these had had alco- 
hol injections or surgery. Two additional pa- 
tients obtained relief which they considered 
at least 90 per cent effective, so that no other 
therapy was necessary. 

The follow-up in these cases extends from 

From ‘the Division of Neurosurgery, Department of Surgery, 
pevmen Gray School of Medicine, Winston-Salem, North Caro- 


_*Vitamin Bi2 supplied by R. A. Peterman, M.D., Merck & 
Company, Ine., Rahway, New Jersey. 
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two to eight months, and is therefore not 
sufficiently long to rule out the possibility of 
recurrences, In one patient, who obtained re- 
lief for at least two weeks on two occasions 
following two separate courses of vitamin 
B,, therapy, the pain eventually recurred and 
required surgery for relief. One other pa- 
tient obtained a gratifying relief of pain for 
about three months, but has had very slight 
recurrences during the last two months. He 
does not feel, however, that the pain is suf- 
ficient to warrant surgical efforts to relieve 
it. 

An observation made by us and also by 
Fields and Hoff", is that most patients who 
obtained relief did not notice any significant 
improvement until they had had approxi- 
mately seven or eight days of therapy. 
Several patients, at least 2 of whom obtained 
no relief of pain from vitamin B,»., noted a 
general increase in “well-being” after the 
course of therapy. One could not deny that 
this may have been psychogenic. 


Comment 

The mechanism by which massive doses of 
vitamin B,. may relieve the pain of tic dou- 
loureux is not known. The initial difficulty 
arises in determining the cause of the con- 
dition. Little is known, moreover, of the re- 
lationship of vitamin B,. to nerve cell meta- 
bolism. 

This small series of cases does not contain 
adequate controls. However, many forms of 
therapy, including trichlorethylene, ferrous 
carbonate” and other forms of vitamins have 
been utilized for trigeminal neuralgia with- 
out affording any consistent relief. 

It should not be forgotten that spontaneous 
remissions of pain lasting for months and 
sometimes years are not uncommon. One 
could not argue with finality that the relief 
obtained in the 8 patients described in this 
presentation was not spontaneous remission 
of the pain, although we feel that the per- 
centage of complete remissions is higher 
than would occur spontaneously. 

Our results with vitamin B,. have been 
less dramatic than those reported by Fields 
and Hoff" in that not quite 50 per cent of 
our patients were relieved of pain. However, 
the relief that has been obtained in 8 of the 
17 patients has been sufficiently gratifying 
to warrant continued use of this form of 
medication. 

It is our impression that By,» is of definite 
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benefit in a certain percentage of cases and 
should be used on an experimental basis until 
statistical evidence for or against it can be 
accumulated. The use of control groups, in- 
jecting colored placebos in a manner exactly 
similar to vitamin B,. injections, will be 
necessary to prove the efficacy of this 
therapy. 
Summary 

1. Seventeen patients with trigeminal 
neuralgia have been treated with 100 micro- 
grams of vitamin B,., administered intra- 
muscularly daily over a 10-day period. 

2. Six patients have obtained complete re- 
lief lasting from two to eight months, and 2 
have obtained satisfactory relief. 

3. The results have been sufficiently good 
to warrant continued investigation of this 
conservative management of trigeminal neu- 
ralgia. 

4. No untoward reactions have been ob- 
served. 
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An error in the diagnostics of haematology arises 
from the frequent use of liver extract injections as 
placebos or as a therapeutic test without having 
first established the diagnosis with certainty. Liver 
extract or Vitamin B,, are for the treatment of 
those anaemias resulting from an arrest in bone 
marrow red cell production at the macrocytic stage 
and, practically speaking, for none other. While it 
is always unwise to give a therapeutic agent with- 
out specific indication, the particular difficulty in 
this case is that should pernicious anaemia be in the 
process of developing, inadequate treatment may 
allow its insidious progress and lead to postero- 
lateral cord changes which might otherwise have 
been avoided. A few injections of liver extract have 
the further disadvantage of confusing the bone-mar- 
row findings and the reticulocyte response should 
one wish later to look into the case more fully.— 
Copping, G. A.: Common Pitfalls in Medical Prac- 
tice, Canad. M.A.J. 66: (April) 1952. 


Art of Medicine: My untutored impression is that 
the Art of Medicine is an expression of the under- 
standing sympathetic heart of the doctor. The 
kindly spirit of the older generation of doctors and 
the scientific brilliance of the younger ones are not 
incompatible and a mixture of equal parts of each 
will do much toward the restoration of our profes- 
sion to that high place in the hearts of the people 
that it once held and where it properly belongs.— 
Miller, T.: Art of Medicine, editorial, Virginia Med. 
M. 79:537 (Oct.) 1953. 
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EARLY NORTH CAROLINA MEDICINE 
Dr. James Fallon 


DOROTHY LONG* 
CHAPEL HILL 


Dr. James Fallon, a physician practicing 
in North Carolina in the year 1776, was evi- 
dently a man of some erudition. He possessed 
a talent for writing which on at least one oc- 
casion involved him in an unpleasant pre- 
dicament. Dr. Fallon, according to the Colon- 
ial Records, in January of 1776 was accused 
by the Committee of Safety of Wilmington 
of writing an article addressed “To those 
who have a true sense of distributive justice 
and untrammeled liberty, residents of the 
borough of Wilmington,” and signed, “A 
lawyer.” The Committee complained that Dr. 
Fallon’s paper “contains many false and 
scandalous reflections on this committee, 
tending to inflame the minds of the people, 
to create division and dissension amongst us 
by destroying that unanimity so essentially 
necessary to our mutual defense, and also 
containing an illiberal and groundless charge 
against a respectable gentleman deservedly 
high in office.” 

Having refused to give security for his 
good behavior for six months, the doctor was 
ordered taken into custody. The Committee’s 
order of January 16 directed that Dr. Fallon 
was to be kept under guard, that Colonel 
Moore should refuse admittance to any per- 
sons except those approved by the officer on 
duty, and that visitors were to be searched 
upon their departure and any letters found 
on them to be taken to the commanding offi- 
cer. Colonel Moore evidently had some diffi- 
culty in enforcing these orders, as the 
minutes of the next day’s proceedings re- 
corded his opinion that Dr. Fallon was “an 
insinuating and dangerous person” and that 
keeping him in the guard house might en- 
danger the public safety. The soldiers, it ap- 
peared, were sympathetic with the doctor, 
and the orders concerning his confinement 
were not being strictly observed. It was 
therefore ordered that he be committed to 
the public jail, and that the soldiers on duty 
were not to converse with him. The disadvan- 
tage to the public of having a prominent doc- 


*Cataloger, Division of Health Affairs Library, University 
of  eohes Carolina, North Carolina Memorial Hospital, Chapel 
ll. 
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tor in jail soon became apparent, as on Jan- 
aury 18 John Ashe, a well known patriot, 
asked that Dr. Fallon be allowed to attend 
his family. In answer to his letter, the Com- 
mittee merely sent Colonel Ashe a copy of 
its resolutions concerning the doctor’. 


How long Dr. Fallon was kept in prison 
does not appear in the Records, although he 
was supposed to remain there until he had 
made public confession of his offense and 
asked the Committee’s pardon for the re- 
peated insults he had offered it. A letter 
which he wrote to John Ancrum, chairman 
of the Committee, on February 3, 1776, was 
very bitter in tone, referring to “you and 
another (as the executioners of my reputa- 
tion)”, but it did contain an offer to give the 
required security, and asked for a copy of 
the agreement into which he was supposed to 
enter, 


Apparently Dr. Fallon was sincerely de- 
voted to the liberty mentioned in the title of 
his paper, for this somewhat arbitrary im- 
prisonment does not seem to have prevented 
his serving in the colonial army later. De- 
tails of the intervening years are lacking, 
but the Records for 1779 contain a letter 
from Dr. Fallon to Dr. Thomas Burke, then 
a member of the Continental Congress from 
North Carolina. It seems that Dr. Burke had 
helped Fallon to get his commission, as the 
latter, then stationed at Fishkill, New York, 
reported that he had some time previously 
been commissioned as “Senior Physician and 
Surgeon in the Military Hospitals.” Dr. Fal- 
lon’s letter reviewed some of his accomplish- 
ments, and revealed the frankness of expres- 
sion which may have contributed to his ear- 
lier conflict with colonial authority. He 
wrote, in part: “I flatter myself that, since 
my first ingress to the department, it will 
be avowed by my superiors, and the whole 
army who know me, that I have not by any 
means disgraced your first recommendation 
of me; nay, that I have sedulously endeav- 
ored, when I commanded, to restore the then 
lost credit of the Hospitals. They really are 
now upon a respectable footing, at least in 
the middle department, where the Hospital 
Officers have been better chosen. In that de- 
partment our prescriptive duties are reduced 
to a uniformity by the exhibition of a toler- 
able Pharmacopoeia, and excellent regula- 
tions, on the British Plan, for Hospital Gov- 
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ernment ... I shall soon dissolve the Hos- 
pitals under my inspection at this post and 
proceed to Head Quarters where Dr. Shippen 
actually is to receive orders.” 


He expressed a hope that he might see Dr. 
Burke in Philadelphia, and added that Major 
Murphy and a few other Carolina officers 
had called upon and dined with him that 
day. In explaining his desire to move, Dr. 
Fallon mentioned his dislike of the people 
of that region. “I mean not to reflect nation- 
ally,” he wrote, “but their manners to me are 
abhorrent. I long to leave and get clear of 
the oddities. They are, for the most part, a 
damned generation. As a member of Con- 
gress, I must solicit your forgiveness for 
swearing. I dare not write thus to any New 
Light Delegate. But you are a philosopher, 
and therefore more merciful than re- 
ligious.”’ 


In one of the many reorganizations of the 
medical department which took place dur- 
ing the Revolution, Dr. Fallon and a number 
of other physicians were dropped from ac- 
tive service, and had some difficulty in col- 
lecting the pay that was due them. This pro- 
voked another long letter from Dr. Fallon, 
written on November 8, 1780, to the presi- 
dent of the Continental Congress, and pre- 
served in the National Archives. In this let- 
ter the doctor, who had apparently remained 
in Pennsylvania after his discharge, re- 
viewed several former appeals, recounted his 
financial difficulties, expressed his belief that 
Congress would finally approve his request, 
and mentioned again that distributive justice 
which he had praised in his earlier public ut- 
terance. In addition to his monetary losses, 
Dr. Fallon felt that his growth in his profes- 
sion had been hindered, and consequently 
wrote, “Tho I might, by the service, have be- 
come more expeditious in the routine of prac- 
tice, yet for want of an equal opportunity to 
study, I lost science and theory, upon which 
rational practice is founded.’ 
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THE AMERICAN COLLEGE OF 
PHYSICIANS MEETING 


The thirty-fourth annual session of the 
American College of Physicians was held in 
Atlantic City April 13-17, and was marked 
by one of the largest registrations yet re- 
corded. Atlantic City is the ideal convention 
city, with an abundance of good hotels and 
one of the finest auditoriums in the world. 
Chairman Hilton Read and his capable assis- 
tants deserve much credit for having planned 
and organized the session so well. A wide 
range of subjects was covered, and the 
speakers were well selected. 

Every morning so many good features 
were offered—panel discussions of various 
subjects, television clinics, motion pictures, 
and clinicopathologic conferences — that it 
was difficult to decide which to attend. A 
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physician could only pick the program that 
most appealed to him, and hope that the 
other papers would appear in the Annals of 
Internal Medicine, to be read later. In the 
afternoon the general sessions made the 
problem easier. 

It is impossible to cover the whole meet- 
ing, and only some general impressions will 
be given. One of the most striking features 
was the great emphasis put upon emotional 
factors in medical practice. The largest panel 
on the first day was devoted to emotional 
factors in gastrointestinal diseases; on the 
second day, to emotional factors in disease. 
In symposiums on such subjects as the dif- 
ferential diagnosis of pain in the chest, and 
the management of the individual who has 
had a coronary occlusion, psychiatrists were 
included among the participants. 

North Carolina was well represented, and 
had its share of recognition. The retiring 
president, Dr. T. Grier Miller, although long 
identified with the University of Pennsyl- 
vania, is a native of North Carolina, Dr. 
Paul Whitaker of Kinston was third vice 
president and is now second vice president. 
He presided over the final general session on 
Friday afternoon. The Bowman Gray School 
of Medicine was given 45 minutes for a color 
television medical clinic, during which Dr. 
George Harrell discussed myxedema, Dr. 
Ernest Yount and Dr. Henry Valk the man- 
agement of gout, and Dr. David Cayer liver 
biopsies. Dr. Cayer also acted as moderator 
of the panel on liver disease. Dr. George 
Hamm of the University of North Carolina 
Medical School was participant in a panel on 
emotional factors in disease, and Dr. R. L. 
MeMillan of the Bowman Gray School of 
Medicine participated in a symposium on the 
differential diagnosis of chest pain. Dr. Win- 
gate Johnson of Bowman Gray and Dr. Eu- 
gene Stead, Jr., of the Duke University 
School of Medicine, acted as moderator and 
clinician respectively in clinicopathologic 
conference. 

Among the high lights of the meeting were 
Dr. Grier Miller’s presidential address, “Re- 
sponsibilities of the Fellows of the American 
College of Physicians”; Dr. Roger I. Lee’s 
convocational oration, “Changing Trends in 
Internal Medicine”; the James D. Bruce Me- 
morial Lecture on Preventive Medicine, ‘“In- 
fluenza, the New Acquaintance,” by Dr. 
Thomas Francis; the John Phillips Memorial 
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Lecture, “The Action of Insulin,” by Dr. 
Charles H. Best; and the banquet address, 
“Superstitions of the Pennsylvania Dutch,” 
by Reverend Luther M. Schaeffer of North- 
ampton, Pennsylvania. 

The annual banquet was presided over by 
Dr. Hilton Read, who was just as successful 
in the role of toastmaster as in that of gen- 
eral chairman of the meeting. This banquet 
was marked by the presentation of the Criss 
Award—a gold medal and $10,000—given 
by the Mutual Benefit Health and Accident 
Association of Omaha, Nebraska, “to the in- 
dividual or individuals” who “made the 
greatest contribution to public health and/or 
safety during the previous year.” The unan- 
imous choice of the committee this year was 
Dr. Howard A. Rusk, professor and chair- 
man of the Department of Physical Medicine 
and Rehabilitation in the New York Univer- 
sity College of Medicine. Judging from the 
enthusiastic applause, there was no doubt in 
the minds of those present but that Dr. Rusk 
well deserved this great honor. He will long 
be remembered in North Carolina medical 
circles for the masterful address on “Medi- 
cine, Mobilization, and Manpower” which he 
delivered as guest speaker at the annual ban- 
quet of our State Society in 1951. 


DEDICATION OF THE UNIVERSITY 
MEDICAL CENTER 


On April 23 and 24 the new Medical Cen- 
ter of the University of North Carolina was 
dedicated with appropriate ceremonies. Our 
state newspapers have carried full accounts 
of this auspicious occasion, so that it is not 
necessary to report what happened. It was 
fitting that the final address should have 
been given by the well loved Frank Graham, 
former president of the University. It was 
during his administration that the plans for 
this medical center were conceived, although 
they did not reach their culmination until 
years later. 

On behalf of the doctors of North Caro- 
lina, this Journal extends congratulations to 
our State University upon the realization of 
this dream. The four-year medical school and 
its teaching hospital should become a great 
medical center. With two four-year schools 
already in successful operation, North Caro- 
lina should not lack for medical care in the 
future. 
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THE ASTIN AFFAIR 


For years the Bureau of Standards has 
been recognized as one of the most important 
agencies of the federal government. Its di- 
rector, Dr. Allen V. Astin, although origi- 
nally a Republican appointee, served under 
Presidents Roosevelt and Truman with never 
a shadow of suspicion being cast upon his in- 
tegrity. It came as a shock to thousands all 
over the country to read in the papers that 
he had been asked by Secretary of Commerce 
Weeks to resign, after he had given an un- 
favorable report upon a preparation alleged- 
ly designed to prolong the life of storage bat- 
teries. Such strong political pressure was 
brought to bear by the manufacturer of this 
preparation that Secretarv Weeks apnarent- 
ly vielded without givine the matter due con- 
sideration. The Board of Visitors established 
by law to advise the secretary regarding the 
operation of the bureau was not consulted 
by Secretary Weeks about this matter. This 
Board is composed of Robert F. Mehl of the 
Carnevie Institute of Technology: Detlev W. 
Bronk. president. Johns Honkins University; 
M. J. Kellv. president, Bell Telephone Tab- 
oratories; Donald H. Menzel of the Harvard 
Observatorv: and J. H. Van Vleck of Har- 
vard University—men whose abilitv or in- 
territv could hardlv be doubted. 

A storm of protest was aroused bv this 
arbitrarv action. Hundreds of emnlovees of 
the Bureau were prenaring to resign. For- 
tunately, Secretary Weeks was wise enough 
to take a sober second thought, and as a re- 
sult has reconsidered his action and asked 
Dr. Astin to stay on. 

As Science for April 17 has well said: “In 
this whole difficulty it is important to recog- 
nize that the battery additive matter can 
only be regarded as minor. The important 
issue here is the fact that the independence 
of the scientist in his findings has been chal- 
lenged, that a gross injustice has been done, 
and that scientific work in the government 
has been placed in jeopardy.” 

It is to be hoped that Secretary Weeks — 
and other politicians of both parties — will 
have learned a lesson from this colossal 
blunder, and that such important agencies 
as the Bureau of Standards will be kept free 
of political influence in the future. 
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GREETINGS TO THE TRI-STATE 
MEDICAL JOURNAL 


The Tri-State Medical Association of the 
Carolinas and Virginia was founded in 1898, 
and has rotated its annual meetings among 
these three states. The increasing number of 
medical organizations and medical meetings 
within recent years has resulted in decreased 
attendance upon the Tri-State meetings. 
Last year at Roanoke it was decided to re- 
vitalize the organization. With that end in 
view, a new secretary-treasurer, Dr. R. B. 
Davis of Greensboro, was elected. It was also 
decided to abandon Southern Medicine and 
Surgery as the official organ of the Associa- 
tion, and to publish its own organ, the Tri- 
State Medical Journal, with Dr. Davis as ed- 
itor. 

The new journal began publication with 
the issue for March, 1953. It is to be pub- 
lished in Greensboro. The format of the first 
volume is attractive, and its content interest- 
ing. No doubt a few members of the Tri- 
State Medical Association will share this 
Journal’s disappointment that the new broom 
did not sweep away the twin-snaked emblem 
of Hermes from the seal of the Association 
and substitute for it the true medical em- 
blem, the single snake twined around the 
club of Aesculapius. 

On the first page of reading matter Dr. 
Grady Dixon, in his President’s Message, 
promises that “This page will be dedicated 
to the advancement of the Tri-State Medical 
Association during the next year’’—and then 
makes a good beginning in his first official 
pronouncement. 

The deans of the medical schools in the 
three states—Dr. Berryhill of the University 
of North Carolina, Dr. Carpenter of Bow- 
man Gray, Dr. Davison of Duke, Dr. Lynch 
of South Carolina, Dr. Sanger of the Medical 
College of Virginia, and Dr. Hunter of the 
University of Virginia—have forewords of 
greeting and good will to the new journal. 

Editor Davis has a good editorial, putting 
the responsibility for the success of the jour- 
nal upon the members of the Association as 
well as the officers. The address of the re- 
tiring president, Dr. James Asa Shield, on 
“Positive Health from the Ground Up,” was 
of course given first place, and well deserves 
this top billing for its own merit as well as 
for its official status. Four other papers give 
a well balanced menu. 

The former official organ of the Tri-State 
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Medical Association, Southern Medicine and 
Surgery, which has for many years been ed- 
ited by Dr. J. M. Northington, has been dis- 
continued, but was succeeded by The South- 
ern General Practitioner of Medicine and 
Surgery. Dr. Northington has always cham- 
pioned the cause of the general practitioner, 
and it is natural that he should continue to 
do so in his new literary infant. This publi- 
cation appeared in January, and is to be pub- 
lished monthly in Charlotte. 

The NORTH CAROLINA MEDICAL JOURNAL 
offers to both these new medical journals 
greetings and best wishes, and is glad to add 
them to the Journal’s growing list of stimu- 
lating and helpful exchanges. 


SOUTHERN PEDIATRIC SEMINAR 


The Southern Pediatric Seminar will hold 
its thirty-third annual session this summer 
at Saluda, North Carolina. Two weeks (July 
20 through August 1) will be devoted to 
pediatrics and one week (August 3 through 
8) will be devoted to obstetrics. 

This is an institution of which doctors in 
the South have a right to be proud. It was 
founded by a southern doctor, it is owned 
and operated by southern doctors, and its 
faculty members consist of outstanding 
southern physicians. It has been deemed by 
many the best postgraduate course in pedi- 
atrics and obstetrics available in the country 
today. 

The course consists of lectures, clinics, 
demonstrations, clinical pathological con- 
ference. The members of the faculty are 
equally divided between physicians in teach- 
ing positions and physicians in active prac- 
tice. Ample opportunity is given for discus- 
sions in small groups and for the answering 
of questions. Every effort is made to give the 
general practitioner the material and infor- 
mation which he needs in his every day prac- 
tice. 

The course is fully accredited by the 
American Academy of General Practice. 

Since the Seminar is held in the cooling 
atmosphere of the mountains of North Caro- 
lina, many physicians make the occasion a 
vacation as well as a time for learning. Pro- 
vision is made for the housing of families. 

Any general practitioner who is anxious 
to catch up on what is new in the fields of 
pediatrics or obstetrics is urged to write for 
further information to Dr. D. L. Smith, Reg- 
istrar, Saluda, North Carolina. 
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Committees and Organizations 


MATERNAL WELFARE COMMITTEE 


ECTOPIC PREGNANCY AS A CAUSE 
OF MATERNAL MORTALITY 


ROscoE L. WALL, JR., M.D. 
WINSTON-SALEM 


The Maternal Welfare Committee of the 
North Carolina State Medical Society has re- 
viewed 1,000 consecutive maternal deaths 
from 1946 through 1950. Thirty-three, or 
3.3 per cent, of these deaths were attributed 
to ectopic pregnancy. An attempt to deter- 
mine the responsibility and avoidable factor 
for each death was made. A clinical analy- 
sis of these deaths is presented. 

The chart below summarizes the distribu- 
tion of responsibility for these deaths. The 
responsible factor was determined by the 
Committee after collecting and reviewing all 
the available data from each patient’s physi- 
cian, hospital, coroner, autopsy report, and 
death certificate. 


Responsible Factors 


Physicians 
Pationt and/or TAMING 
Facilities 


Physician responsibility 
Twenty-four, or 73 per cent, of the deaths 
were attributed to physicians and were di- 


vided as follows: 
No. Deaths 
Error in management 
Error in judgment ....... : 
Improper technique 

A detailed discussion of these factors is 
beyond the scope of this presentation. How- 
ever, a common denominator existed in near- 
ly all these deaths; namely, failure by the 
physician to suspect the possibility of ectopic 
pregnancy. This lack of suspicion was well 
evidenced by several findings, the most sig- 
nificant of which follow. 

There are certain diagnostic procedures 
which aid in establishing the diagnosis of ec- 
topic pregnancy. These are pelvic examina- 
tion under anesthesia, needle aspiration of 
the posterior cul-de-sac, posterior colpotomy, 
dilatation and curettage, and the biologic 
tests for pregnancy. In the entire series of 
33 deaths one Friedman test was the only 
procedure utilized. The final diagnostic and 
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therapeutic procedure, laparotomy, was per- 
formed on only 10, or 43 per cent, of these 
patients. In 7 of these, surgery was unduly 
delayed. One death was attributed to addi- 
tional and unnecessary surgery; namely, the 
removal of a placenta associated with an ab- 
dominal pregnancy in spite of a consultant’s 
recommendation to the contrary. This means, 
of course, that 23 patients were not operated 
upon, and apparently remained undiagnosed 
in spite of the fact that 19 of the records 
showed evidence of peritoneal irritation and 
shock. Only 9 patients had a pelvic examina- 
tion, even without anesthesia. 

Recognition and treatment of shock was 
apparently lacking, as evidenced by the 
transfusion data. Fifteen of the patients 
were not given transfusions. Eleven of the 
remaining 18 received inadequate amounts of 
blood, and only 7 received what the Commit- 
tee considered to be adequate whole blood re- 
placement. This is striking in view of the 
fact that the primary cause of death in all 
33 patients was hemorrhage! 

It would seem from the data that the phy- 
sicians themselves were not “ectopic con- 
scious,” as 23 patients received no consul- 
tation, or the consultant was called too late 
to be of any value. Likewise, only 11 autop- 
sies were performed. 


Patient and family responsibility 

The patients were considered responsible 
in 7 deaths. Three delayed seeking medical 
care until it was too late, and the remaining 
4 were believed to have been more ignorant 
than neglectful. 

Facilities 

Two deaths were attributed to the lack 
of physical facilities. One was due to the 
shortage of operating room space and per- 
sonnel, the other to inadequate transfusion 
facilities. Many of the other deaths were par- 
tially affected by the lack of these same fa- 
cilities. 

Recommendations 

On the basis of the avoidable factors found 
the following recommendations would seem 
justified: 

1. Lay education, stressing early and ade- 
quate prenatal care. 

2. A more constant and alert attitude by 
all physicians. Any woman in the child-bear- 
ing age with delayed or irregular vaginal 
bleeding, lower abdominal pain, and other 
signs or symptoms suggestive of pregnancy 


No. Deaths 
24 
7 
2 
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should be suspected of having an ectopic 
pregnancy until proven otherwise. If this 
suspicion is maintained, deaths due to ec- 
topic pregnancy should be materially re- 
duced. 

3. Thorough clinical evaluation of any pa- 
tient with suspected ectopic pregnancy, in- 
cluding a careful history, physical examina- 
tion and, most important, a thorough pelvic 
examination. 

4. Additional study, if time and the pa- 
tient’s condition permit, including one or 
more of the following procedures: pelvic ex- 
amination under anesthesia, needle aspira- 
tion of the cul-de-sac, posterior colpotomy, 
and dilatation and curettage. Other diagnos- 
tic procedures such as the biologic tests for 
pregnancy may be indicated, although the 
test is notoriously unreliable in this compli- 
cation. 

5. Prompt resort to surgery as soon as the 
diagnosis of ectopic pregnancy has been 
made. This should include those patients in 
shock. At the same time immediate and ade- 
quate replacement of the blood loss should 
be instituted. 

6. Avoidance of unnecessary surgery. 
Elective procedures produce a higher mortal- 
ity and morbidity. 

7. Prevention or treatment of shock by 
the immediate administration of adequate 
amounts of whole blood. Plasma and other 
fluids are only of temporary benefit. Blood 
banks or “walking blood banks” should be 
established throughout the state. A manual 
pertinent to blood bank organization and 
maintenance is available through the Com- 
mittee on Maternal Welfare of the North 
Carolina Medical Society. 

8. Efforts to increase the percentage of 
autopsies on patients dying without a defi- 
nite diagnosis. 

Summary 

A review of 33 maternal deaths due to 
ectopic pregnancy studied by the Committee 
on Maternal Welfare of the Medical Society 
of North Carolina has been presented. The 
fixed responsibilities and avoidable factors 
for these deaths, with recommendations for 
their correction, are given. 


The author wishes to thank Dr. James F. Don- 
nelly, chairman of the Maternal Welfare Committee 
of the North Carolina State Medical Society, for 
his helpful suggestions in preparing this presenta- 
tion. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Plans have been completed for the Duke Medical 
Postgraduate Course to be held at Duke Hospital 
June 22, 23, 24, and 25. The first two days will be 
devoted to discussions of anesthesia. Ward rounds 
or a visit to the clinics will be available on the 
afternoons of June 24 and 25. More interesting 
rounds can be prepared if the participants will indi- 
cate their preference in advance. The program is as 


follows: 
Monday, June 22 

9:00 a.m. Registration 

10:00 a.m. Spinal Anesthesia. Lecture and Prac- 
tical Demonstrations, 

1:30 p.m. Regional Anesthesia, Lecture and Prac- 
tical Demonstrations. 

3:30 p.m. Cardiac Resuscitation. Demonstration in 
laboratory, Film. 

8:09 p.m. Anesthetic Problems. Round-table dis- 
cussion. 


Tuesday, June 23 
9:00 a.m. General Anesthesia. 
a) physiology of respiration 
b) inhalation 
c) intravenous 
d) muscle relaxants 
Practical demonstrations. 
1:30 p.m. General Anesthesia (continued). 
3:30 p.m. Recapitulation, General Anesthesia. 
4:00 p.m. Oxygen Therapy, Evaluation of meth- 
ods with demonstrations. Film. 
8:00 p.m. How to stay out of trouble in anes- 
thesia. Round-table discussion, 


Wednesday, June 21 

9:00 a.m. The Diagnosis and Management of 
Some Liver Diseases. Dr. Jack D. 
Myers. 

10:00 a.m. Recent Advances in the Therapy of 
Allergic Diseases. Dr. Oscar Hansen- 
Priiss. 

11:00 a.m. Some Practical Suggestions for Intra- 
venous Alimentation. Dr. W. M. Nich- 
olson, 

12:00 Noon Lunch. 

2:00 p.m. Ward Rounds or Visit to Clinics. 

6:30 p.m. Barbecue—Guest of the Faculty of the 
Medical School. 


Thursday, June 25 
9:00 a.m. Chemotherapy in the Management of 
Neoplasms. Dr. R. Wayne Rundles. 
10:00 am. The Management of Head Injuries. Dr. 
Barnes Woodhall. 
11:00 a.m. Some Comments on Recent Medical Ad- 
vances. Dr. Phil Handler. 
12:00 Noon Lunch. 
2:00 p.m. Ward Rounds or Visit to Clinics. 
Registration will be made at Duke Hospital, Room 
2031, where all meetings will originate. The regis- 
tration fee is $25. Certificates of attendance will 
be provided. 
Director of Post-graduate Education, 
Box 3088 
Duke Hospital 
Durham, North Carolina 
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Jaundice, cirrhosis, and other liver diseases may 
be easier to solve as a result of new research re- 
ported by Duke University physicians. The Duke 
Medical School research adds new information about 
how normal and diseased livers work, and may pro- 
vide better diagnostic tools for liver disease. The new 
technique itself is a result of learning how the liver 
handles fatty foods (something about which medical 
science has known very little.) 

Drs. Emile Werk, Ladd W. Hamrick, Frank L. 
Engel, and Jack D. Myers of the Department of 
Medicine reported to the American Society for Clin- 
ical Investigation recently that the new method in- 
volves injection of fatty acids into the body and 
comparison of blood samples from the liver. 

* * 

Two well-known surgeons, Dr. Charles Huggins 
and Dr. Howard Bradshaw, addressed the Duke Un- 
iversity medical faculty and staff here, April 22. Dr. 
Bradshaw discussed “Post-operative Pulmonary 
Complications,” and Dr. Huggins lectured on “The 
Adrenal in Cancer.” 

The lectures were sponsored jointly as parts of a 
regular lecture series by the Undergraduate Cancer 
Training Program and the Department of Surgery 
at Duke. 


NORTH CAROLINA ‘TUBERCULOSIS 
ASSOCIATION 


The forty-seventh meeting of the North Carolina 
Tuberculosis Association and its medical section, the 
North Carolina Trudeau Society, was held in Char- 
lotte, April 22-23. Highlighting the meeting were 
talks by Dr. Harry Mustard, executive director, 
New York State Charities Aid Association; Dr. 
Max Michael, Jr., chief, Medical Services, Veterans 
Hospital, Atlanta, Georgia; and Robert Barrie, ex- 
ecutive secretary, Virginia Tuberculosis Association. 

The medical section included talks on “The Tug- 
boat Crew of TB Control,” Dr. Robert F. Young, 
health officer, Halifax County; “Treatment of Sili- 
cotuberculosis,” by John R. Bumgarner, assistant 
medical director, Western North Carolina Sanator- 
ium, Black Mountain; and the “Problems of Emphy- 
sema in Evaluation of Patients for Pulmonary Re- 
section,” by Dr. Richad M. Peters, assistant profes- 
sor of surgery in charge of thoracic surgery, Uni- 
versity of North Carolina School of Medicine; “The 
Present Status of the Newer Chemotherapeutic 
Agents in the Treatment of Tuberculosis,” by Dr. S. 
M. Bittinger, Section Chief, Veterans Administra- 
tion Hospital, Oteen. 

The non-medical section dealt with rehabilitation 
of the tuberculous, the theme being “How Can We 
Help the Patient?” Speakers for the session included 
Dr. G. D. Dixon, chairman, North Carolina State 
Board of Health. 

In the evening, the medical group heard a talk 
by Dr. Max Michael, Jr., Chief, Medical Services, 
Veterans Hospital, Atlanta, Georgia, on “Observa- 
tions of the Etiology and Treatment of Sarcoidosis.” 
The North Carolina Conference of Tuberculosis 
Workers also held a meeting Wednesday evening. 

The theme for the general session Thursday morn- 
ing was “The Importance of Community Informa- 
tion and the Power of Community Action.” Speakers 
for this session included John Kennedy, president, 
Mecklenburg County Tuberculosis and Health Asso- 
ciation; William Quinn, program director, WBTV, 
Charlotte; Dr. H. Stuart Willis, superintendent, 
North Carolina Sanatoriums; and Miss Charlotte 
Leach, Associate, Health Education Section, Na- 
tional Tuberculosis Association. 

A luncheon meeting climaxed the two-day event, 
_— speaker being Dr. Harry Mustard of New 

ork. 
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EIGHTH DISTRICT MEDICAL SOCIETY 


The Eighth District Medical Society held a one- 
day meeting in Reidsville on April 15, at which the 
following program was presented: “Management 
of Abdominal Hemorrhage,” by Dr. Frank R. John- 
son, Bowman Gray School of Medicine; “The Sig- 
nificance of Electrolyte Abnormalities in Patients 
with Congestive Heart Failure and Other Forms of 
Edema,” Dr. Louis S. Welt, School of Medicine of 
the University of North Carolina; “The Extension 
of Surgery in the Treatment of Advanced Malignant 
Disease,” Dr. Colin Thomas, School of Medicine of 
the University of North Carolina; “Maternal Mor- 
tality in North Carolina,” Dr. R. A. Ross, School of 
Medicine of the University of North Carolina; 
“Feeding Problems, Childhood Cancer, Rooming-in,” 
Dr. Wilburt C. Davison, School of Medicine, Duke 
University. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Ernest Craige, assistant professor of medi- 
cine, University of North Carolina, spoke on “Cur- 
rent Aspects of Rheumatic Heart Disease” at the 
April meeting of the Forsyth County Medical So- 
ciety. 


CARTERET COUNTY MEDICAL SOCIETY NEWS 


The Carteret County Medical Society held its 
regular monthly meeting at the Morehead City Hos- 
pital April 13. There was no scientific paper, but the 
county winner of the high school medical essay con- 
test presented her essay on “Why the Private Prac- 
tice of Medicine Furnishes this Country with the 
Finest Medical Care.” She was presented by Mrs. 
Nettie Guthrie of the Morehead City High School. 

The Carteret County Medical Society offered three 
prizes in the essay contest. The first prize was 
$25.00, the second $15.00, and the third $10.00. 

In the business meeting it was revealed that the 
Morehead City Hospital is bearing much of the ex- 
pense of hospitalization of county indigents, and a 
committee was appointed to appear before the county 
Board of Commissioners requesting an additional 
appropriation. 

State legislation was discussed, and the society 
went on record as opposing Senate Bills 258 and 316. 

The question as to the wisdom of the doctor draft 
law was discussed, and the society agreed to sup- 
port any action taken by the State Medical Execu- 
tive Committee. 

Dr. S. W. Thompson presided in the absence of 
Dr. Luther Fulcher, the president. 

N. Thomas Ennett, M.D. 
Corresponding Secretary 


EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society held _ its 
regular monthly meeting in Rocky Mount on April 8. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


A.M.A. Survey on Hospital Service In U. S. 

For the first time in history, hospital births 
topped the three million mark. The Council on 
Medical Education and Hospitals’ thirty-second pre- 
sentation of hospital statistics reveals that in 1952 
there were 3,170,495 hospital births or one live baby 
born every 9.9 seconds. The report, which appears 
in the “Hospital Number” of the Journal of the 
American Medical Association, May 9, shows a con- 
tinued increase in the volume of hospital service in 


the United States. 
* * 
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A.M.A. Compiles Civil Defense Information 

A complete bibliography of published literature 
dealing with the medical aspects of civil defense 
has been compiled by the Council on National Emer- 
gency Medical Service, This listing is now available 
on request from the Council. 

* * * 

Two Doctors Join A.M.A. Hospital Field Staff 

The recent appointment of Drs. Arthur N. Spring- 
all and Joseph J. A. MeMullin boosts the field staff 
of the Council on Medical Education and Hospitals 
to nine full-time physicians. Each staff member has 
been assigned a geographic area and will review, on 
a bi-annual basis, the internship and residency pro- 
grams in approved hospitals. 

This increase in staff will expedite the processing 
of new applications for approval of internships and 
residencies and make possible a review of currently 
approved programs at least once every two years. 

Other members of the staff who will be visiting 
hospitals throughout the country include Drs. Will- 
iam R. Albus, Joseph R. Anderson, Fernald C. Fitts, 
Charles C. Hedges, Thure A. Nordlander, Frank W. 
Ryan, and William W. Southard, 

* 


A.M.A. to Issue Rural Health Bulletin 


A newsletter entitled “Parade of Progress” carry- 
ing items of interest to rural health leaders will be 
instigated late in May by the Council on Rural 
Health. This news sheet, to be published periodi- 
cally, will be sent to a special list of state rural 
health committee chairmen, agricultural extension 
service personnel, and farm organization leaders. 

* * 
New Platters—A.M.A, Contributions to 
Better Health 


Common health problems and how the American 
Medical Association has helped to solve them form 
the basis of a new series of radio transcriptions to 
be released May 15. The 13-program series—‘ Yours 
for Health’—shows how the work of various A.M.A. 
councils and committees has contributed to better 
health for the American people. 

* 


Dramatic Medical Story to Be Related 
at S.A.M.A. Meeting 


The story of the “Michigan Heart”—one of the 
outstanding scientific advances of 1952—will be un- 
folded by F. D. Dodrill, M.D., Detroit, head of the 
medical engineering team responsible for its devel- 
opment, during the Student American Medical As- 
sociation’s 1953 annual convention. The meeting will 
be held June 15-17 at Chicago’s Edgewater Beach 
Hotel. 

* 
Data Available on County Society Activities 

The third bi-annual survey of county medical so- 
ciety activities has been completed by the Council 
on Medical Service and is available on request. This 
year the survey covered a broader scope of activity 
in the field of medical service than previously, and 
results have been tabulated to show these activities 
by size of society. County societies may obtain, from 
the Council, general information on specific medi- 
cal service programs and lists of societies where 
such programs already are in operation. 


AMERICAN THERAPEUTIC SOCIETY 


The annual meeting of the American Therapeutic 
Society will be held in the Hotel Biltmore in New 
York City on May 28-31, 1953. 

Featured on the program is a symposium on to- 
bacco, in addition to other symposiums on recent ad- 
vances in medicine and surgery. 
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ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 


On July 1 more than 6,000 new doctors from 
United States medical schools will begin internships 
at hospitals throughout the country. As a result of 
a national matching plan, now in its second year of 
operation, 95 per cent of the interns will complete 
their formal medical training at the hospital of their 
first or secend choice, according to a report on the 
recently completed program in the April issue of the 
Journal of Medical Education. Eighty-five per cent 
of the students received their first choice internship. 

The national matching plan was set up last year 
to lessen difficulties caused primarily by the dis- 
parity between the number of internships and doc- 
tors available to fill them. The difference between 
the number of internships and available new doctors 
continued this year at about the same rate. While 
6,033 students participated in the plan, some 10,971 
internships were offered. 

Operating under a new name, the National Intern 
Matching Program, Inc., the corporation is owned 
and controlled by the Association of American Med- 
ical Colleges, Council on Medical Education and Hos- 
pitals of the American Medical Association, Ameri- 
can Hospital Association, American Protestant 
Hospital Association, and the Catholic Hospital As- 
sociation. The directors include student representa- 
tives. The new name was adopted as more definitive 
of the work of the organization, which is limited to 
the matching procedure, It was known formerly as 
the National Interassociation Committee on Intern- 
ships, 


BLUE CROSS COMMISSION 


More than 6,000,000 hospital patients received 
Blue Cross hospital benefits during 1952, James E. 
Stuart, Cincinnati, chairman, Blue Cross Commis- 
sion of the American Hospital Association, an- 
nounced recently. “Since there are now 44,000,000 
Blue Cross members,” said Stuart, “this means that 
nearly one person in seven was hospitalized during 
the year. This compares with a ratio of one in 10 just 
a few years ago. 

“People are increasingly hospital-conscious. 
Knowing that Blue Cross will take care of their ex- 
penses in the hospital, subscribers are less hesitant 
about submitting to hospitalization in the early 
stages of an illness. Hence they can be treated more 
effectively and discharged sooner. The average 
length of stay of a Blue Cross patient is 7.4 days, 
compared with 8.1 days for all general hospital pa- 
tients.” 

“The present total enrollment of 44,000,000 people 
represents 28 per cent of the entire population. In 
many areas the ratio is much higher. The Plan 
covering the Lehigh Valley region in Pennsylvania 
has enrolled 78 per cent of the population. The 
Rhode Island Plan is a close second with 76 per cent, 
and Cleveland ranks third with 68 per cent. 

“Of the 87 Blue Cross Plans, each of which is an 
independent, locally governed organization, 10 have 
passed the million-member mark. The Plan covering 
the metropolitan New York City area leads all others 
with an enrollment of more than 5,000,000. The 
Michigan Plan led in net growth during 1952, add- 
ing 175,000 members, to bring its total to 2,900,000, 
Florida Blue Cross added 58,000 during the year, 
an increase of more than 20 per cent, bringing 
Florida enrollment to 337,000.” 
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NATIONAL MEDICAL VETERANS SOCIETY 


Witnesses for the National Medical Veterans So- 
ciety testified before the House of Representatives 
Committee on Armed Services recently and brought 
out the need for the adjustment of inequities in the 
doctor draft bill and methods for correcting these in 
H. R. 4495. 

The principal points brouj ht out were that men 
with 24 months’ service should not be called back 
until after men who had no: seen service had ful- 
filled their obligation, and that deferment of phy- 
sicians for reasons of essentiality should be ap- 
proved by the local medical advisory committee. 

Dr. Kenneth McCarthy of Toledo, Ohio, president 
of the society, and Dr. Oscar B. Hunter, Jr., chair- 
man of the Arrangements Committee, announced re- 
cently that the National Medical Veterans Society 
will hold its organizational meeting at the Biltmore 
Hotel in New York City, on Tuesday, June 2, 1953, 
at 4:00 p.m., in the Music Room of that hotel. 

All medical veterans are invited to attend this 
meeting. 


WALTER REED SOCIETY 


The following new officers of the Walter Reed So- 
ciety were elected at the annual meeting of the So- 
ciety, held in Chicago on April 8: 

President—Max S. Sadove, M.D., Department of 
Anesthesia, University of Illinois; vice presidents— 
Charles F. Code, professor of physiology, Mayo 
Foundation, University of Minnesota; Clinton H. 
Thienes, director, Huntington Memorial Hospital, 
Pasadena, California; Y. T. Oester, head of pharma- 
cology, Stritch Medical School, Loyola University; 
secretary-treasurer — Dr. Frances A. Hellebrandt, 
director, Department of Physical Medicine and Re- 
habilitation, University of Illinois. 

The Walter Reed Society is comprised of indi- 
viduals who have served as voluntary subjects for 
experimental research. 


CARE 


Four Korean medical schools will receive approxi- 
mately $7,500 worth of new medical books sent by 
the United Nations’ Korean Reconstruction Agency 
through CARE. 

Part of $150,000 worth of new text and reference 
books (exclusive of packing and transportation 
costs) that CARE is buying and shipping to war- 
depleted Korean universities for UNKRA, the med- 
ical volumes will represent 1,252 titles, the head- 
quarters of CARE, New York City, reports. Ninety 
per cent are American books, with the balance Eng- 
lish, French, and German titles. UNKRA is purchas- 
ing additional Japanese titles in the medical and 
other book categories covered by the project, which 
will cost an over-all total of $200,000 and provide 
50,000 to 60,000 new books. 

Their arrival will also mark the resumption of 
service to Korea by the CARE-UNESCO Book 
Fund, which had been forced to suspend service to 
that country when hostilities began. Individual con- 
tributions in any amount can now be sent to the 
Book Fund at any CARE office to provide new med- 
ical and other scientific books for Korean universi- 
ties and libraries. Donors may designate the cate- 
gory of book and a specified institution, or may ask 
CARE to choose the recipient. 
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NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS, INC. 


“Accidents are the number one crippler of chil- 
dren under 5 years old in the United States today,” 
according to a statement by Lawrence J. Linck, ex- 
ecutive director of the National Society for Crippled 
Children and Adults, the Easter Seal Society. “Every 
year they permanently cripple 48,000 children and 
necessitate medical attention for another 14% million. 
Accidents in the home are preventable, and it is 
parents who must prevent them. 

“Worst of all, the accident toll is steadily climbing 
and our problem is becoming steadily more critical.” 

Because most accidents happen to children under 
5 in the home, he listed the following steps in acci- 
dent prevention: 

1. Children should be taught early in life that 
fires burn them; falls hurt them; poisons make them 
ill; and knives and scissors cut them. 

2. Poisons, disinfectants, and medicine should be 
kept in locked cabinets or high out of the child’s 
reach. 

3. Children should be shown the dangers of bon- 
fires and matches and how to avoid them, but at the 
same time fireplaces should be screened and matches 
kept out of reach of toddlers. 

4. Handles of kitchen pots should be turned 
toward the back of the stove and out of reach of 
children. 

5. Guns, if kept in the house at all, should be put 
away unloaded and under lock and key. 

6. Children should be taught to walk carefully 
with sharp knives, scissors, and glass containers; 
as soon as they are able to understand the dangers 
of such things. Until that time make sure sharp in- 
struments are safely put away. 

7. Children should be guarded from perilous 
climbs and from dangerous ledges and stairs. Screens 
should be fastened securely with the screening nailed 
tightly to the frame. 

The National Society for Crippled Children and 
Adults, Mr. Linck said, has joined hands with the 
National Safety Council and the American Academy 
of Pediatrics on a year-round program of child 
safety in a concerted effort to reduce the child acci- 
dent toll. 


AMERICAN COMMITTEE ON MATERNAL 
WELFARE 


A Mothers Day seal to raise funds for research 
in obstetrics and gynecology was launched this 
spring for the American Committee on Maternal 
Welfare, Inc. 

The A.C.M.W. was founded in 1919 as a joint nat- 
ional committee to coordinate all phases of health 
protection for mothers and newborn. It now has 29 
member medical, hospital, public health, and nursing 
organizations. 

Currently, the A. C. M. W. is sponsoring a con- 
test for original research on the so-called toxemias 
of pregnancy. It is open to students and personnel 
in health professions who are not of higher academic 
rank than instructor, or who are of junior rank on 
hospital or other staffs. Two cash prizes of $500 and 
$250 will be awarded. Entries must be submitted no 
later than January 1, 1954. 


VETERANS ADMINISTRATION 


Veterans Administration has announced it has 
raised its hiring standards for vocational counse- 
lors in a move to assure veterans of getting the 
highest possible calibre of counseling when they 
apply for training. 

Any new counselors hired will now have to have 
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(1) at least two years of graduate studies in the 
fields of counseling or psychology, and (2) at least 
two years of experience in counseling individuals in 
choosing vocational goals and in their problems of 
personal adjustment. 

The two years of experience must include work in 
counseling individuals on their problems of personal 
adjustment, counseling with respect to the selection 
of occupational goals, and applying special rehabili- 
tation counseling techniques to the seriously handi- 
capped. 

* * 


Appointment of Dr. Walther H. Thiele of the Vet- 
erans Administration hospital at Fayetteville, North 
Carolina, as manager of the VA hospital at Atlanta, 
Georgia, has been announced by VA. 

Dr. Thiele, who since May, 1947, has been chief 
of professional services at the VA hospital in Fay- 
etteville, succeeds Dr. Horace B. Cupp, at Atlanta. 
Dr. ss recently was appointed as manager of the 
new VA hospital at Durham, North Carolina. 


INSTITUTE OF LIFE INSURANCE 


Grants and fellowships in the field of heart dis- 
ease research totalling more than $810,000 have been 
announced by the Life Insurance Medical Research 
Fund, an organization of 145 United States and Ca- 
nadian life insurance companies. The new awards 
raise to more than $5,500,000 the money which has 
been contributed to research by the fund since it was 
organized late in 1945. 

Today’s awards include $664,386 in grants-in-aid 
to university hospitals and research centers and 
$139,925 which will be used in supporting 40 scien- 
tific fellowships for young men and women. The 
grants-in-aid will make possible 52 individual in- 
vestigations to be carried on in 23 states, three Ca- 
nadian provinces, in Puerto Rico, and in two other 
countries. 

Deaths from tuberculosis among the nation’s 8&8,- 
000,000 life insurance policy-holders fell to an all- 
time low mark in 1952, indicating how effective has 
been the battle against this long-time scourge, the 
Institute of Life Insurance reported recently. 

At the same time, deaths from heart disease among 
U. S. policy-holders reached a record high. Heart 
disease was the number 1 killer last year, account- 
ing for well over half of all policy-holder deaths. 

Tuberculosis, killing nearly one-fourth fewer pol- 
icy-holders than it did the year before, showed the 
greatest percentage drop of any year on record and 
accounted for only about 2 per cent of total deaths. 
The current death rate from this cause is a small 
fraction of the rate at the turn of the century. 

Cancer, the second ranking cause of death, ac- 
counted for about one-sixth of the year’s deaths and 
was at an all-time high rate. 

The motor vehicle death rate was relatively un- 
changed in 1952, although a total of nearly 40,000 
life insurance death claims were paid from this 
cause. Motor vehicle accidents account for more 
deaths today than the combined total of homicides, 
suicides and war deaths. 


DEPARTMENT OF THE ARMY 


One hundred and fifty June graduates of the na- 
tion’s medical schools have been approved for the 
Army’s Medical Intern Program and will spend their 
first year out of school in one of the Army’s eleven 
large teaching hospitals, the Army Surgeon General 
has announced. 

Having met the educational, physical and other 
requirements set up by the Army, the young doc- 
tors will be commissioned upon their graduation and 
will be called into active duty as first lieutenants in 
the Medical Corps, United States Army Reserve 
July 1. 
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The young doctors will follow planned professional 
programs under the guidance of both civilian and 
military physicians. The hospitals selected for the 
teaching programs have fully equipped laboratories, 
excellent medical, surgical and radiological facili- 
ties, and a wide variety of clinical material. 

The program is known as a rotation internship, 
offering experience in all the major fields of medi- 
cine. Four months of the internship are allotted to 
surgical service, including urology and orthopedics; 
four months to medical services, including pediatrics 
and contagious diseases; two months to obstetrics 
and gynecology; one month to psychiatry and neurol- 
ogy, and one month to an elective field. Interns 
may choose work in the laboratory, in ophthalmology, 
otolaryngology, or physical medicine during this last 
period. 


Winthrop’s New Radiopaque Offered 
in New Packing 

Hospitals and other large users of the new radi- 
opaque compound Telepaque may now obtain the 
product, which is supplied in 0.5 Gm, tablets, in 
bottles of 500, it was announced by Winthrop- 
Stearns Inc. 

The new bulk size is packed in a carton contain- 
ing, in addition to the bottle of 500 tablets, 100 
printed envelopes for use in dispensing the tablets 
to patients, 

Due to its greater iodine content, Telepaque has 
been cited in medical literature as a superior chole- 
cystographic medium for visualizing the gallbladder 
and biliary ducts. 


Treatment of Urinary Tract Infections 
with Furadantin 


Significantly good results with the new drug, 
Furadantin (nitrofurantoin, Eaton), in the treat- 
ment of chronic urinary tract infections that were 
unresponsive to other modern antibacterial agents 
are reported by Sidney Mintzer, Elmer R. Kadison, 
William H. Shlaes and Oscar Felsenfeld in Anti- 
biotics and Chemotherapy (3:151-157 (Feb.) 1953). 
This new antibacterial nitrofuran has been tailored 
specifically for the treatment of urinary tract in- 
fections. It is the first nitrofuran designed for sys- 
temic administration. 

Furadantin, with its broad spectrum of activity, 
“offers much promise for the treatment of bacterial 
urinary tract infections,” the authors state. No un- 
toward side effects such as proctitis, pruritus, ab- 
dominal pain, diarrhea, crystalluria or sensitization, 
were noted among 79 cases. A few atients exhib- 
ited nausea or emesis, the number being 2 out of 
59 on the present dosage level. 

In clinical tests of Furadantin at the Bowman 
Gray School of Medicine, Wake Forest College, Win- 
ston-Salem, 36 organisms were eradicated from the 
genitourinary tract, including 16 of 22 strains of 
E. coli, 4 of 6 strains of A, aerogenes, 3 of 5 strains 
of Proteus sp. and 1 of 3 strains of Pseudomonas 
aeruginosa. 

The results were reported by Charles M. Norfleet, 
Parker R. Beamer, and Harry M, Carpenter at the 
Southeastern Section, American Urological Associa- 
tion, Boca Raton, Florida, April, 1952. Of 33 pa- 
tients with acute or chronic pyelonephritis or cys- 
titis, 17 were cured clinically and bac ‘teriologically, 
14 were improved, and 2 were failures. “Furadantin 
is an effective broad- spectrum chemotherapeutic 
agent, and we have found it to give gratifying re- 
sults,” the investigators said. 

At Maimonides Hospital, Brooklyn, and the State 
University of New York College of Medicine, Charles 
E. Friedgood and Anthony Danza administered Fur- 
adantin orally to 22 patients with Proteus infec- 
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tions of the urinary tract that had proved refrac- 
tory to intensive antibiotic therapy, Clinical and 
laboratory cures were achieved in 14 cases and 
symptomatic cures in 8, with no failures. The re- 
sults were reported to the American College of Sur- 
geons Clinical Congress in New York in September, 
1952. Subsequently Friedgood told the Brooklyn 
Urological Society that similar therapy had _ pro- 
duced excellent results in 80 cases of stubborn uri- 
nary tract infections. 


Classified Advertisements 


LOCATION WANTED: Well trained and ex- 
perienced eye, ear, nose and throat man de- 
sires to make location in North Carolina. 
Would prefer to take over location of some- 
one wishing to retire or enter some group. 
ADDRESS ANSWER to: NORTH CARO- 
LINA MEDICAL JOURNAL. 


Physician wanted to do general practice in 
prosperous rural area of Eastern North Caro- 
lina. Reply to 24-55, P. O. Box 790, Raleigh, 
North Carolina. 


Major new industry in attractive rural area 
desires that a general practitioner set up pri- 
vate practice in area, Will guarantee gener- 
ous minimum income. Unusual opportunity 
for development of private practice with at- 
tractive industrial retainer requiring only 
small portion of time. New and attractive 
housing available in area, with 300 bed fully 
approved hospital within 25 miles, Located 
close to seashore with excellent hunting and 
fishing. For additional information, write 
Box 790, North Carolina Medical Journal, 
Raleigh, North Carolina. 


FOR SALE: Professional X-Ray units TC-2, 
with Fluoroscopic attachments, all accessor- 
ies and dark room equipment; McKesson Ba- 
sal Metabolator, Latest model; All good as 
new; REAL BARGAIN. Reply to 38-1, P. O. 
Box 790, Raleigh, North Carolina. 


WANTED: Doctor to work as partner in Gen- 
eral Practice; to create more ideal working 


hours. Use both Medical Technician and Sec- 
retary, all diagnostic equipment, new 100 bed 
Hospital. Reply to Dr. B. I. Tart, Jr., 110 S. 
William Street, Goldsboro, N. C. 


WANTED: Medical Technician, to assist Med- 
ical Doctor; top salary, no work at night, 
Saturday or Sunday. Reply to Dr. B. I, Tart, 
Jr., 110 S. William St., Goldsboro, N. C. 


MEDICAL JOURNAL 


WANTED: Doctor looking for exceptional 
opportunity: Established Practice available in 
progressive suburban community, in the beau- 
tiful Mills River Valley, close to Henderson- 
ville, Asheville and Brevard. Practically new 
office building, well equipped. Good income 
and highly satisfying way of life, in ideal 
year round climate. If interested, contact 
Mrs. F. H. Corpening, Route 1, Horse Shoe, 
North Carolina. 


WANTED: Physician to join group providing 
medical service to Industry in South and Mid- 
west. High level of energy and personal initia- 
tive required. Annual salary plus bonus. 
Please give all pertinent information jin re- 
ply. Address reply to Occupational Health 
Services, 247 Charlotte St., Asheville, Atten- 
tion: Mrs, Holt. 


ASSOCIATE IN EENT: Desire well trained 
EENT man to associate. If interested contact 
Dr. W. G. Byerly, 211 Highland Avenue, 
Lenoir, North Carolina. 


TENNESSEE VALLEY MEDICAL ASSEMBLY 
(Sponsored by the Chattanooga-Hamilton County 
Medical Society) 

READ HOUSE 
CHATTANOOGA, TENNESSEE 


MONDAY, SEPTEMBER 28, and 
TUESDAY, SEPTEMBER 29, 1953 


SPEAKERS 
Richard B. Cattell, M.D. Boston, Mass. 
George Crile, Jr., M.D. Cleveland, Ohio 
Charles W. Mayo, M.D. Rochester, Minn. 
Richard W. TeLinde, M.D. Baltimore, Md. 
Philip Thorek, M.D. Chicago, III. 
Paul D. White, M.D. Boston, Mass. 
Paul Holbrook, M.D. Tucson, Ariz. 
Robert B. Lawson, M.D. Winston-Salem, N. C. 
John B. Youmans, M.D. Nashville, Tennessee 
John R. Heller, M.D. Bethesda, Md. 
V. P. Sydenstricker, M.D. Augusta, Ga, 
H. Earle Conwell, M.D. Birmingham, Ala. 
Mr. Leo Brown A. M. A. 


Requests for hotel reservations should be addressed 
to Chattanoogans, Inc., 809 Broad Street, Chat- 
tanooga 2, Tennessee. 


For further information write: Tennessee Valley 
Medical Assembly, 612 Medical Arts Building, 
Chattanooga 3, Tennessee. 
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BOOK REVIEWS 


Biology of the Testes. Edited by Roy Waldo 
Miner, Containing papers by W. O. Nelson, 
J. MacLeod (Conference Chairman), C. W. 
Charny, Y. Clermont, A. S. Conston, E. T. 
Engle, M. Epstein, D. Ghosh, R. Z. Gold, 
N. J. Heckel, C. G. Heller, E. C. Junck, 
H. A. Lardy, C. P. Leblond, M. E. Long, 
K. M. Lynch, Jr.. W. O. Maddock, K. E. 
Mason, FE. P. McCullagh, J. H. McDonald, 
D. R. Meranze, W. Montagna, G. E. Morti- 
more, C. A. Paulson, E, C. Roosen-Runge, 
C. A. Schaffenburg, S. L. Shaver, F. A. 
Simmons, and R. C. Sniffen. 229 pages. 
Price, $3.75. New York: The New York 
Academy of Sciences, 1952. 

This series of papers is the result of a Confer- 
ence on Biology of the Testes held by the Section 
of Biology of the New York Academy of Sciences. 
The subject matter is of interest not only to those 
engaged in the teaching and investigative fields of 
medicine, but also to every clinician who is con- 
fronted with the problem of infertility. 

The first four papers deal with the kinetics of 
sperm production and the role of the epididymis in 
the transport and maturation of spermatazoa. The 
second four papers present histologic and cyto- 
chemical changes observed in both normal and ab- 
normal testes. The concluding eight papers are 
concerned with testicular biopsy, hormonal rela- 
tionships, and the effects of sex hormones on tes- 
ticular function. 

Two papers of particular interest to the prac- 
ticing physician are “Correlation of Testicular 
Biopsy Material with Semen Analysis in Male In- 
fertility” by F. A. Simmons, and “The Effects of 
Testosterone Propionate upon the Spermatogenic 
Function of the Human Testis” by Norris J, Heckel 
and J. H. McDonald. The latter paper is a report 
of the clinical use of the “rebound phenomenon” to 
increase the total sperm count of subfertile men. 


For Girls Only. By Frank Howard Richard- 
son, M.D. 98 pages. Price, $2.50. Atlanta: 
Tupper and Love, Inc., 1953. 

This little volume is “a natural” in the field of 
popular books on medical subjects. Last year Dr. 
Richardson’s “For Boys Only” met a warm welcome 
from doctors and laymen alike. “For Girls Only” 
is, in this reviewer’s opinion, even more readable 
and perhaps more needed. In plain terms the prob- 
lems of the adolescent girl are discussed and the 
most wholesome advice given, without any hint of 
“preaching.” The physiologic and anatomic aspects 
of adolescence are explained thoroughly. Equally 
important, if not more so, is the frank discussion 
of the psychologic problems that arise: The boy- 
girl relationship, and the change in attitude of 
each sex toward the other with the coming of adol- 
escence are discussed in some detail, and the girls 
are given wholesome advice about the awaking of 
the sexual urge. One of the most helpful discussions 
concerns the eternal conflict between each genera- 
tion and the preceding one, as exemplified in the 
mother-daughter relationship. The various stages of 
development through which the normal girl passes 
on her way to maturity are discussed, and the girls 
are warned against lingering too long in any one 
stage. 

One of the most appealing features of the book 
is the beautiful dedication in blank verse to Dr. 
Richardson’s daughters: 
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To think that you are teaching, 
and find that you are being taught 
To feel sure that you are right, 
and then realize that you are wrong 
To have your ideal of what a daughter ought to be 
brushed aside, while a reality that is better 
takes its place— 
These are some of the experiences 
of a Dad growing up 
And so 
This little volume is gratefully dedicated to 
MARY AND RUTH 
“For Girls Only” can be heartily recommended to 
parents as well as to girls. As Katharine Lenroot 
says in the introduction, “Mothers, teachers, camp 
counsellors, and all who work with girls, as well as 
the girls themselves, for whom and to whom the 
book is written, will be inspired by the simplicity 
of the treatment and the ideals that are evident on 
every page.” 


BOOKS RECEIVED 


For Girls Only. By Frank Howard Richardson, 
M.D. 98 pages. Price, $2.50. Atlanta, Georgia: Tup- 
per and Love, Inc., 1953. (Reviewed in this issue.) 


From the Workshop of Discoveries. By Otto 
Loewi. 62 pages. Price, $2.00. Lawrence, Kansas: 
University of Kansas Press, 1953. 


The Grassi Block Substitution Test for Measuring 
Organic Brain Pathology. By Joseph R. Grassi, 
M.A. 75 pages. Price, $3.00. Springfield, Illinois: 
Charles C Thomas, Publishers, 1953. 


_An Atlas of Surgical Exposures of the Extremi- 
ties. By Sam W. Banks, M.D.; and Harold Lauf- 
man, M.D., Ph.D. 391 pages with 552 illustrations 
on 179 plates, Price, $15.00. Philadelphia and Lon- 
don: W. B. Saunders Company, 1953. 


Iu Memoriam 


NORMAN O. SPIKES, M.D. 
On Friday, January 30, 1953, death came to our 
friend and colleague, Dr. Norman O. Spikes. 


Dr. Spikes was born in 1900 in Durham, North 
Carolina, and after attendance in the Durham City 
Schools he completed his university years and was 
graduated from Jefferson Medical College in Phila- 
delphia in 1924. 

A member of the Durham-Orange County Medical 
Society since 1925, Dr. Spikes was for more than a 
quarter of a century loved and respected as an out- 
standing general practitioner in our community. 
The loyalty of those whom he served was a constant 
tribute which brightened the days of sickness which 
limited his service in the last years of his practice. 
During the war years, he was particularly remem- 
bered for his constant availability to those in need 
whose own physicians were away in military service. 

He was very active in church work, was _ inter- 
ested particularly in missions, and for many years 
supported a missionary in foreign fields. His work 
here among the poor, done without thought of rec- 
ompense, was far more extensive than was generally 
known by his colleagues. 

In his memory, BE IT RESOLVED that we, as a 
medical society, extend our deep and abiding sym- 
pathy to those who were bereft by his passing. 

AND BE IT FURTHER RESOLVED, that a copy 
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of this remembrance be given to members of his 
immediate family, sent to the North Carolina Medi- 
cal Journal, and incorporated in the proceedings of 


this Society. 
THOMAS T. JONES, M.D. 
Durham-Orange County 
Medical Society 


WILLIAM BENSON McCUTCHEON, M.D. 


William Benson McCutcheon was born November 
19, 1897, at Rougemont, North Carolina. He was the 
son of Margaret Parrish and James Kerr McCutch- 
eon. 

His preliminary education was obtained locally 
and at the Durham Senior High School and Trinity 
Park School. He attended Trinity College (now Duke 
University) for two years, 1915-16 and 1916-17. 
Following this, he entered the Medical College of 
Virginia, and was graduated there in 1921. He took 
his internship at City Hospital in Richmond, Vir- 
ginia. Following this he was assistant surgeon at 
the Johnston-Willis Hospital in Richmond, Virginia, 
and still later house surgeon at the Memorial Hos- 
pital in Richmend. 

Dr. McCutcheon came to Durham in 1924 and was 
associated with Dr. Foy Roberson in the practice of 
surgery from 1924 to 1929, at which time he took 
up the practice of surgery independently in the city 
of Durham. He was on the staffs of Watts Hospital 
and Lincoln Hospital, and when work was started 
at the Duke University Hospital he was on the Vis- 
iting Staff. He was chief of the surgical staff at 
Watts Hospital in 1947 and 1948. He was surgeon 
for the Norfolk and Western Railroad and the Sea- 
board Airline Railroad for 20 years. 

He was in the military service in both World 
War I and World War II. In World War II he was 
called to duty in 1942 and served as chief of the 
surgical service of the Hundred and First U.S. Army 
General Hospital in England, where he was cited 
for meritorious service, He served there from Sep- 
tember 15, 1948, to June, 1945, Following his serv- 
ice in England he was transferred to Berlin where 
he and his unit rendered medical care to the Ameri- 
ean delegates to the Potsdam Conference, He was 
discharged from active service in January, 1946, as 
a full Colonel, and was awarded the Bronze Star. 

On October 3, 1922, he married Miss Julia Parrott 
of Charlottesville, Virginia. He is survived by his 
wife, Mrs. Julia Parrott McCutcheon; one daughter, 
Mrs. L. Stacy Weaver, Jr., of Durham; and one son, 
Dr. William Benson McCutcheon, Jr., now interning 
at the Cincinnati General Hospital. 

He was a member of the Methodist Church where 
he served on the Board of Stewards. He was a mem- 
ber of the Chamber of Commerce, the Rotary Club, 
and the Eno Masonic Lodge #210. He was a past 
president of the Durham-Orange County Medical 
Society, past secretary and treasurer of the North 
Carolina Surgical Club, and a member of the North 
Carolina State Medical Society. He had been a Fel- 
low of the American College of Surgeons since 
1928, and also a member of the American Medical 
Association. He was chairman of the Cancer Fund 
in 1946, and instructor of surgery at the University 
of North Carolina. He contributed numerous articles 
to current medical journals. 

These represent some of the worldly honors that 
came to Ben McCutcheon during the course of his 
career, but his finest achievements are to be found 
in his chosen field of surgery. It has been said of 
one great surgeon of the past that “some men be- 
come surgeons because of their education, some are 
made surgeons by circumstances, but this man was 
a born surgeon.” It can be just as truly said of Ben 
McCutcheon as of that other great surgeon of the 
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past that he, too, was a born surgeon. Of course, his 
educational background and industry played a part 
in making him what he was. But he loved surgery, 
and in the final analysis he must have known, as 
his friends did, that he was working himself to 
death. He had not been well for years, and yet he 
continued at a pace that few could equal, “Greater 
love hath no man than this, that a man lay down 
his life for his friends.” Ben McCutcheon did just 
this for medicine. We hope and believe that he has 
no regrets, 

In his memory, BE IT RESOLVED that we, as a 
Society, extend our deep and abiding sympathy to 
those who were bereft by his passing. 

AND BE IT FURTHER RESOLVED, that a copy 
of this remembrance be given to members of his 
immediate family, sent to the North Carolina Medi- 
cal Journal, and incorporated in the proceedings of 


this Society. 
W. RANEY STANFORD, M.D. 
Durham-Orange County 
Medical Society 


ROBERT HOPE CRAWFORD, M.D. 

Dr. Robert Hope Crawford, aged 62, medical direc- 
tor of the Rutherford Hospital, died at his home in 
Rutherfordton on April 15, 1953. A native of Rock 
Hill, South Carolina, he studied at Davidson College 
and at the Johns Hopkins School of Medicine. After 
several years of hospital training he went to Europe 
with the American Red Cross before the United 
States entered World War I. He had just returned 
from this mission in 1917 when our country de- 
clared war on Germany, and he at once enlisted in 
a hospital corps and returned for active duty at the 
front. At the end of the war he joined the staff of 
the Rutherford Hospital. 

Surviving are his wife, Sara Tanner Crawford, 
one son, one daughter, and two grandchildren. 

Dr. Crawford was closely associated with the 
Rutherford Hospital, and was its medical director 
for a number of years. At the time he joined the 
staff there were but few hospitals between Ashe- 
ville and Charlotte, and patients came to Ruther- 
fordton, mainly for surgery, from adjoining coun- 
ties. He took an active part in the development of 
the hospital, especially in its recent enlargement 
and modernization, and served as chairman of the 
board of trustees while the new hospital was being 
constructed and equipped, His entire civilian pro- 
fessional life was spent at the hospital. It was a 
highly successful career, certainly from the stand- 
point of the community; and, because of his success 
as a surgeon, patients came to him not only from 
Rutherford County, but from adjoining areas in 
North Carolina, Tennessee, and South Carolina. Ac- 
counts of his ability as a doctor can be heard from 
the numerous patients whom he relieved of pain and 
restored to health by his skillful surgery; and the 
fine modern hospital which he helped to build in 
Rutherfordton is an evidence of his creative work. 

Dr. Crawford was held in high esteem by all who 
knew him. He was a favorite among his associates 
and enjoyed the friendship of doctors and laymen 
alike, not only in North Carolina but throughout the 
nation. His wide experience and intimate knowledge 
of the varied aspects of disease gave him a place 
of importance in medical circles, and through his 
work and personality he endeared himself to his 
co-workers, who held him in admiration, respect and 
love. It may be said that his work as a physician 
wielded great influence upon all who came in con- 
tact with him and that his passing will leave a sad 
vacancy in our community. 

Board of Trustees 
Rutherford Hospital 


220 


Childhood constipation deserves treatment which gently restores 
normal peristaltic movements; drastic elimination cannot per- 
manently correct the condition and may be harmful to the child. 


ROLE OF METAMUCIL’ IN ESTABLISHING 
PROPER BOWEL HABITS IN CHILDREN 


Metamucil’s bland, demulcent bulk is 
a physiologic way to manage bowel dys- 
function in youngsters. 

Metamucil does more than merely 
clear the constipated bowel. When 
taken with adequate amounts of water, 
Metamucil’s hydrophilic colloid has a 
proved corrective effect on the child’s 
misfunctioning intestines. Use of 
Metamucil early in life assures a nat- 
ural method of elimination and helps 
guard against formation of the “‘laxa- 
tive habit” in later years. 

Mixed with fruit juice, milk or the 


child’s favorite beverage, Metamucil 
provides a gentle, corrective stimula- 
tion to peristalsis. There is never a 
‘‘rush’’—never a weakening diarrhea 
with Metamucil. 

Metamucil is the highly refined mu- 
cilloid of Plantago ovata (50°), a seed 
of the psyllium group, combined with 
dextrose (50°) as a dispersing agent. 
It is accepted by the Council on Phar- 
macy and Chemistry of the American 
Medical Association. 


SEARLE Research in the Service of Medicine 
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Specializing in the Treatment of Fl-oholism 


THE KEELEY INSTITUTE 

‘ stu 4 
447 W. WASHINGTON ST PHONE 2-4413 


GREENSBORO, N. C, 


MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION 
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of well-being... 


Relief of menopausal symptoms was complete 
in practically 96 per cent of patients receiving 


“Premarin” and “General tonic effects were noteworthy. . .”* 


“PREMARIN?” in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid, 


*Perloff, W. H.: Am. J. Obst. & Gynec. $8:684 (Oct.) 1949. 


AYERST, MCKENNA & HARRISON LIMITED * New York, N. Y.* Montreal, Canada 
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ACCIDENT HOSPITAL . SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


COME FROM 60 TO 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
Single Double 

60 days in Hospital ei . 10.00 per day 15. 
30 days of Nurse at Home . 10.00 per day 15. 
Laboratory Fees in Hospital .00 10.00 
Operating Room in Hospital... 
Anesthetic in Hospital 
X-Ray in Hospital... 
Medicines in Hospital 
Ambulance to or from Hospital. 


Quadruple 
day 20.00 per day 
day 20.00 per day 

20.00 


ip 
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ssssssks 


Adult .00 7.50 
Child to age 19 4.50 
Child over age 19.0000 7.50 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, JR., M. D. ALBERT F. BRAWNER, M. D. 


MBDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


eV7"— 
40.00 
40.00 
40.00 
40.00 
40.00 
COSTS (Quarterly) 
6.00 
10.00 
= 


May, 1953 ADVERTISEMENTS 


PROOF WITH ONE PUFF? 


So distinct is the difference between Puttie Morris 
and any other leading brand, that we believe you 
will notice it with a single puff. Won't you try this 
simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 
1. Light up either one first. Take a puff—get a good mouthful 
of smoke—and_ s-l-o-w-l-y let the smoke come directly 
through your nose. 
2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between PHILIP MoRRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


The A.M. A. approved Burdick EK -2 
Direct-Recording Electrocardiograph is a 
precision diagnostic instrument with 
simplified design. It enables the doctor 
or technician to take clear, reliable, and 
permanent cardiograms easily and 
quickly. The record is produced by a 
heated stylus moving over heat-sensitive 
paper. 

Lead-Selector switch has positions for 
all leads used in modern electrocardio- 
graphy: Std., 1, 2, 3, aVR, aVL, aVF, 
V, CF, CR, CL. 


Powers & Anderson 
Norfolk, Va. Winston-Salem, N. C. 
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PROVED 


The 
Standard 


TESTED AND 


HAND-CRAFT COTTON 
CHAMPION SERUM-PROOF SILK 


use Gudebrod 


Surgical Division, 225 West 34th Street, New York 1, N.Y. 
Executive Offices, Philadelphia, Pa. 


Branch Offices: Chicago « Los Angeles ¢ Dallas e Boston 


first and foremost name 
in non-absorbable sutures 


{ 
XXV 
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BROS. SILK CO., INC. 
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413-21 Stuart Circle 


Medicine: 


Alexander G. Brown, Jr., M.D. 
Manfred Call, III, M.D. 

M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D, 


Pathology: 


Director: 


STUART CIRCLE HOSPITAL 


Regena Beck, M.D. 


Charles C, Hough 


RICHMOND, VIRGINIA 


Surgery: 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D 


Physiotherapy: 
Liv E. Lund 


Founded by 
WwW. Cc. ASHWORTH, 
M. D. 


1904 


GLENWOOD PARK SANITARIUM 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WorRTH WILLIAMS, Business Manager 
Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


GREENSBORO, 


R. M. BUIE, JR., Medical Director 
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AWARD WINNING 
BRASSIERES! 


Cordelia surgical 
brassieres have won the 
Blue Ribbon for five 
consecutive years. Now, 
Cordelia has won 
BOTH the GOLD MEDAL 
and BLUE RIBBON 
AWARDS at the 1952 
California State Fair 
Fashion Exhibit. 


When she ashe... 
HERE ARE THE FACTS! 


Most corrective, surgical and 
maternity brassiere problems 
have been scientifically 
solved by the staff of 
Physiospecialists at 

Cordelia of Hollywood. 


THE GOLD MEDAL WINNER! 
Each Cordelia brassiere is 
planned and made for easy, 
individual] fittings by experts 

in local stores. 


THE BLUE RIBBON WINNER! 


Every Cordelia brassiere is a 
luxury in fashion fabrics — 
beautifully, youthfully 
designed. These are the facts 
judges took into con- 
sideration — then awarded 
Cordelia the winner! 


3107 Beverly Blvd. 
Los Angeles, Calif. 
DUnkirk 3-1365 


California’s leading creator and 
manufacturer of scientifically 
designed surgical, corrective, 
maternity and style brassieres. 


“CONTROL-LIFT" 
BRASSIERES 
AVAILABLE 


AT 
THESE STORES: 
Asheville 
Wachtel’s, Inc. 
Charlotte 
Asby's Maternity Shop 
Winchester Surgical Co. 
J. B. Ivey & Co. 
Greensbore 
Winchester-Ritch 
Surgical Co. 
Hickory 
Spainhour Co. 
Raleigh 
Carolina Surgical 
Supply Co. 
Margaret Johnson, 
c/o The Smart Shop 
Statesville 
Ramsey-Bowles Co. 
Wilmington 
Belk-Williams 
Winston-Salem 
Dora Shevick Fashion 
Shop 


Originators of the famous 
“Control-Lift” design 
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PELTON SYRINGE STERILIZER: 
MODEL 208 


This fast-acting sterilizer using water as the ster- 
ilizing medium takes a 20-cc. hypodermic syringe 
or any instrument up to eight inches long. One- 
piece, cast-bronze boiler with copper-sheath heater 
recessed in cast pressure plate. Three-speed boil- 
ing control switch in connecting cord. Thermo- 
static safety cut-off. Boiler 844" x 34%" x 25@”. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


The 
Thompson 


eee FOR 


EXCEPTIONAL 
CHILDREN 


Year round private 


Homestead 
home and school for 
infants, children and 


School 
adults on pleasant 
250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BASCOM THOMPSON, Principal 


FREE UNION VIRGINIA 


| 
| 


believes 


there is no substitute for 


“KNOW-HOW” 


Only a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort, That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” ... the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention, 


 POSTUREPEDIC 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


* PROFESSIONAL DISCOUNT 
* 


| SEALY OF THE CAROLINAS 
‘/ Lexington, North Carolina 
Gentlemen: Please send me 
without charge: 
——Copies of “The Orthopedic Surgeon Looks 
at Your Mattress” 
——Copies of “A Surgeon Looks at Your 
Child’s Mattress” 
——Please send free information on profes- 
sional discount 
NAME . 
ADDRESS ... 


| 
| innerspring mattress 
| 
gt YOUR 
= = | 
< 
S 
| 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


» The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones Vitamin Treatment Copyright 1952, HN. Alford, Atlanta, Ga: 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


JAMES P. KING, M.D. 


Director 
JAMES K. Morrow, M.D. DANIEL D. Cuties, M.D. 
THOMAS E. PAINTER, M.D. Davip M. WAYNE, M.D.* 
JAMES L. Cuitwoop, M.D. 
Medical Consultant 


* Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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no odor or after-odor 


no taste or after taste |. 


Have you tested the new degrees of effectiveness and 
acceptability provided by SULESTREX? 


Results are prompt, constant, and predictable . . . 
“with an amazingly low incidence of side reactions.”' Re- 
gardless of the intensity of treatment, there is no pos- 
sibility of esthetic “embarrassment.”’ 


Measure these advantages when prescribing for your 
next menopausal patient. SULESTREX (piperazine estrone 
sulfate, Abbott) provides the natural estrogen, estrone, 
in pure crystalline form. It is not a mixture of estrogenic 
agents of variable potencies. SULESTREX is stable, water- 
soluble, odorless and tasteless. 


You may choose from three prescribing forms: 
Tablets,* Sub-U-Tabs,** and Elixir.* Try it soon, with 


this confidence: you can’t prescribe 4 0 0 
a more effective oral estrogen. 


* AMA Council Accepted 

** T.M. for Sublingual Tablets, Abbott 

1. Reich, W. J. et al. (1952), A Recent Advance in Fstrogenic 
Therapy. II]. Amer. J. Obst. & Gynec., 64:174, July. 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E, H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 


A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full 
time to the care and service of the patients. 


OVER 3 MILLION FACTS 


IN THE NEW EIGHTEENTH EDITION 


DATA ON 219,677 PHYSICIANS nt : 369 medical libraries, with addresses, 


by cities and states, with year of 4 
birth; school, year i 
license; military service; whether 
diplomate of Nath Board of Med, y 2 \ FACTS ON 7,482 HOSPITALS 
Eaaminers, or certified by one of 4 / Listing all recognized hospitals and 
examining boards in med. special- sanatoriums of each state—name and 
ties; home, office addresses; mem- address, year established, type of 
ber special society; medical school AL. service; number of beds; how con- 
professorship. . : trolled; whether approved for gen- 
40 eral internship an residencies in 


LICENSING AND EXAMINING BOARDS, j \ specialties; director’s name. 
4am ALPHABETICAL INDEX OF PHYSICIANS 


Shows State Board of Med. Exami- 
All physicians are alphabetically 


ners for each state; personnel of Sf 
Nath Board of Med. Exanviners; 4 % listed by name, with city location. 


educ, requirements of applicants, 
plan of Natl. Board examinations, 
Also” Examining in Med. MEDICAL SCHOOLS 
Specialties; lists of Health Officers— Existi . 
ixisting and extinct, arranged chron- 
state, district, county, city. ologically under state. A_ general 
ty. descriptive section shows all schools 
MEDICAL LAWS; JOURNALS; LIBRARIES pee te ; 4 geographically, with history, location, 
Medical Practice Act, Digest of Law ; 4 name of dean, 
and Board Rulings. 
for examination and reciprocity, 
grounds for refusing, revoking or MEDICAL SOCIETIES 
Members of special societies grouped 


suspending a license, penalties for “din 
violation of the Act. Also fees for American Medical Association geographically, classified by related 


licensure, dates of meetings, name 535 N. De ornS ‘hic interests in seven groups. Names 
and address of executive officer. 35 N. Dearborn St, Chic — 10 of nearly 150 societies shown. 


th’ AMERICAN MEDICAL DIRECTORY 


rod 
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Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 


inject 
comer accerrs PP LOLPAZO 
intravenously, intramuscularly, subcutaneously 
In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 


Ampules | and 3 cc., tablets, solution, powder. 


_ Metrazol, brand of pentamethy trazol, Trade Mark Reg. U.S. Pat. Off., E. Bilhuber, Inc., Mfr. 


Orange, 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, aleohol and 
drug habituation. 
yy Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, su as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 

For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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DID YOU KNOW? 
THAT—The inclusion of one-half pint of milk in Compliments of 


all food patterns of the school lunch pro- 
gram is justified because of the role milk 
plays in fulfilling the nutritional require- 


ments of children. W h |’ | 
THAT-—Milk supplements other foods included in ac te S, nc. 


the Type A lunch pattern so that the 
nutritive value of the meals is improved 
with respect to protein, calcium, ribo- SURGICAL 
flavin, thiamine, preformed vitamin A, 

and vitamin 


THAT—Milk contributes a greater portion of at S U P P 3 I E S 


least five nutrients in Type A meals than 
its portion of cost. 


THAT—There is no substitute for milk in the 
school lunch when nutritive value, cost, 
and ease of preparation are considered. 


The Dairy Council 


WINSTON-SALEM & LEXINGTON 
106 N. Cherry Street 
Winston-Salem, N. C. 


BURLINGTON—DURHAM—RALEIGH 
310 Health Center, Bldg. 65 Haywood Street 
urham, N. C. 
HIGH POINT & GREENSBORO ASHEVILLE, North Carolina 
105 Piedmont Bidg 


Greensboro, N. C. P. O. Box 1716 Telephones: 1004-1005 


ESTABLISHED 1911 


- WESTBROOK SANATORIUM 


H “me ANDERSON, M.D, 
eA private psychiatric hospital em 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—clectro shock, in- Medical Director 
JOUN R. SAUNDERS, M.D, 


sulin, psychotherapy, occupational and ieee 


recreational therapy—for nervous and ‘THOMAS F. COATES, M.D. 
ssociate 


mental disorders and problems of 
R. H. CRYTZER, Administrator 
addiction. 

P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


XXXIV 
ain 
ah? 
‘| 


May, 1953 ADVERTISEMENTS 


To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 

Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market. 

1. Covers all types of disability. 

2. Company cannot cancel or restrict your benefits, regardless of number of claims, 

or kind of disease. 

3. Cost at least a third less, due to your Society’s special group rates. 

MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


PLANS AVAILABLE 

Dismemberment Accident and 
Benefits, Upto Sickness Benefits 
$ 5,000.00 $ 25.00 weekly 
10,000.00 50.00 weekly 
15,000.00 75.00 weekly 
20,000.00 100.00 weekly 

($433.00 per month) 


Semi-Annual 
Premium 
$23.00 
45.50 
66.00 
86.50 


Annual 
Premium 
$ 45.00 

90.00 

131.00 

172.00 


Accidental Death 
$2,500 Principal 
5,000 Principal 
5,000 Principal 
5,000 Principal 


Plan 1 
Plan 2 
Plan 3 
Plan 4 


FOR APPLICATION, OR FURTHER INFORMATION, WR!TE TODAY TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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adverkcemente 10 the gener buble ... 


Neglect . . . delay. How many times, doctor, have you 
cared for patients . . . whose hope of recovery might 
have been bright indeed... but for neglect or delay in 
seeking your help? 


Undoubtedly, this occurs so often...and usually with 
such tragic consequences... that many physicians view 
it as the greatest problem facing medical science today. 


Moreover, this problem may assume even greater 
significance with the rising incidence of the degenera- 
tive diseases. For in these conditions, neglect and delay, 
as you well know, are directly responsible for a heavy 
toll of life. 

We believe you will agree that this problem deserves 
increased and continuing emphasis. This is why Parke- 
Davis will publish, throughout 1953, a series of adver- 
tisements on the patient’s responsibility in medical care. 

These advertisements, four of which are reproduced 
here, will appear in leading magazines reaching mil- 
lions of families. In them, this central theme will be 
emphasized: 


That every individual, if he wants his physician’s most 
effective help, must meet the doctor halfway. He must 
not ignore symptoms, or delay treatment. He must act 
promptly ...and be made to realize that “in the hands 
of your physician, you're in good hands.” 


In addition, the advertisements will stress the fact 
that medicine has a vast store of new knowledge .. . and 
that this knowledge is constantly increasing through 
research by physicians, hospitals, public and private 
health organizations, and’ pharmaceutical companies. 


A word about the preparation of these advertise- 
ments: They have been carefully written to avoid both 
the possibility of stimulating hypochondria and encour- 
aging self-diagnosis. Equally important, the advertise- 
ments make no claims that might cause undue optimism 
or raise false hopes. We believe these are just the type 
of informative messages you will want your patients to 
read. Our efforts will be guided and encouraged by your 
continued interest and comments. 


PARKE, DAVIS & CO. 


Research and Manufacturing Laboratories, Detroit 32, Michigan 


P 
, 
womans HOME companion 


progress... 


The uncomplicated nutritional 
progress' of infants fed Lactum” 
speaks for its sound rationale. Lactum 
is Mead’s liquid formula made from 
whole milk and Dextri-Maltose.” 

It provides generous milk protein for 


sturdy growth and sound tissue 


structure, with sufficient calories to 
spare protein and meet the infant's 
energy needs. 


Lactum is convenient and easy to 


prepare—simply mix equal parts of 
Lactum and water for a formula 
supplying 20 calories per fluid ounce. 


1. Frost, L. H., and Jackson, R. L.: 
I. Pediat. 39; 585-592, 1951. 


Lactum 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 


MEAD 


sates 
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